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The S.E.MASSENGILL 


. specific for conditions 
characterized by increased 


capillary permeability.” 
l 


In his study of 330 hospital cases treated with 
Adrenosem™ Salicylate, Bacala concludes that this 
systemic hemostat 1s ‘specific for the strengthening 
of capillary resistance.’ 

He summarizes: “Experience with the drug is cited 
from 317 surgical and 13 obstetricogynecological 
cases. Most numerous were the 233 tonsillectomies, 
of which 207 patients were benefited by its use; post- 
tonsillectomy bleeding was reduced from 19.8 to 
seven per cent. The drug was also found useful in 
gastrointestinal bleeding, cataract extraction, epistaxis, 
incisional seepage, transurethral prostatectomy, meno- 
metrorrhagias, cervical oozing, antepartum and post- 
partum bleeding, threatened abortion, and prevention 
of capillary hemorrhages during Hedulin or Dicu- 
merol therapy.'! 

1. Bacala, 1.C.; The Use of the Systemic Hemo- 
stat Carbazochrome Saluylate, West. J. Surg. 
64:88 (1956). 


Supplied in ampuls, tablets and as a syrup. 


Write for comprehensive illustrated brochure describing the 
action and uses of Adrenosem Salicylate. 
°U.S. Patent 2,581,850 


COMPANY BRISTOL, TENNESSEE 
NEW YORK KANSAS CITY SAN FRANCISCO 
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. SPECIAL TOURS FOR HOSPITAL STAFFS 


“ } 


Riga 


This spectally-designed 
carries visitors over 
22 miles of streets and 


Each year, Lederle is host to thousands of professional people Another Lederle 
who visit the huge laboratories in Pearl River. No one is ever 
disappointed. A tour of the laboratories is like a short course hospital service 


in research, pharmacy, and a dozen other subjects, truly a 


stimulating experience. available to you 


If you or any of the medical staff members of your hospital — through your 
singly or as a group would like to visit the laboratories, your 
Lederle representative will gladly assist in making the neces- Lederle 


sary arrangements. Ask him for a copy of ‘‘The Lederle Story,” 
an interesting booklet which describes some of the sights you 
will see when you visit Pearl River. 


representative 


a> LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY PEARL RIVER. NEW YORK 
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urine sugar test of unmatched simplicity 


lly 


QUALITY / RESRARCH / INTEGRITY 


(URINE SUGAR TEST TAPE, LILLY) 


“Tes-Tape’ completely eliminates the need for test tubes, heat, rea- 
gents, or any other paraphernalia in quantitative urine sugar deter- 
minations. Simply moisten a strip of “Tes-Tape’ with the specimen. 
After it has dried for just sixty seconds, compare it with the color 
chart on the “Tes-Tape’ dispenser to determine how much sugar is 
present. The selective action of “Tes-Tape’ prevents false positive 
reactions, assures complete accuracy. 


The convenience, simplicity, and accuracy of “Tes-Tape’ lighten the 
work load of the busy nurse and make on-the-spot determinations 
practical in the hospital, office, or home. 


Ask your Lilly representative for full details. 


EC De ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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In Washington, D.C., three old hospitals will merge into a modern hospital | 

center now being built through a unique arrangement with the federal govern. 

ment. Story on page 27. (Picture credits for this issue on page 98.) 
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a smoother 
non-lumping bed pad... 
preshrunk in width... 
gives longer service with 
continued comfort 


“COLONIAL” 


MATTRESS PAD 


Preshrunk in width outwears ordinary pads All double woven bleached cotta Seamless l-piece construction, bound edges 
No stitching to break in laundering STYLE Faster drying wash at any temperature 
on, 


No filler to lump + hugs mattress smoothly + Lightweight handling, laundering, storing 


to carton, Ye dz. to phy. 


BATES MODERN MATTRESS PADS AND COTTON BLANKETS 


Longer service, with continued com- 
fort in actual use, has made Bates 
bedding increasingly in demand with 
progressive hospital administrators. 


BATES “NAPLITE” 
COTTON BLANKET 


© Finest quality, tight-woven for extra strength 
© Softly napped, gentle to most sensitive skin 
© Firm whipped edges withstand launderings 
® Protective warmth with no confining weight 
© Ideal as blanket or sheet... ether blanket 


® Retains softness and full size for life 


Be sure to visit us ot Booth #891, American Hospital Association Show, international Amphitheatre, Chicago, Illinois, September 17-20 


For name of distributor nearest you, write to 
BATES FABRICS, INC., 112 WEST MTH STREET, NEW YORK 1 + BOSTON «+ CHICAGO + ST. LOUIS « ATLANTA + DALLAS + LOS ANGELES 
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FLEET® 
ENEMA 
Disposable Unit 
Now in the NEW SPECIAL 


HOSPITAL ECONOMY PACK 


This special pack has been designed to meet 
hospital needs, It’s attractive, convenient, 
economical, Packed 48 FLEET ENEMA 
Disposable Units to case without individual 
cartons...case includes 48 individually sealed 
rectal tubes, without lubricant, packed in bulk. 
The high quality of the FLEET ENEMA | 
Disposable Unit is the same as ever. It is the 
only disposable unit with hand-size plastic 
squeeze bottle...with a rectal tube of proper 
length to minimize injury hazard... with ex- | 
clusive rubber diaphragm to prevent leakage 
and regulate flow. Special Hospital Economy 
Pack (in full cases only) or the “Standard” peck, are available from 
your wholesaler. When ordering, please specify “FLEET ENEMA— 
Special Hespital Economy Pack” or “FLEET ENEMA Disposable 


Cc. FLEET co., iInc., Lynchburg, Virginia 


makers of Phospho® Soda (Fleet) a laxative 6{ choice for aver 60 years. 
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Hosptial assoctailen 


AS SOON AS DETERMINED HOTICE OF YOUR ANNUAL MEETING AT WHICH OFFICERS 
APE ELECTED, SHOULO BE MAILED TO DEPT. AH, 16 DIVISION, CHICAGO 10 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 

Annual Convention—-September 17-20; Chi- 
cago (Paimer Hox se) 

Midyear Conference for Presidents and Sec. 
retaries of State Hospital Associations— 
February 4-5; Chicago (Paimer House) 

American Protestant Hospital Association— 
Februory 27-March |; Chicago (Paimer 
House) 


Catholic Hospitol Association——May 727-30; 
Cleveland, Ohio (Hotel Statler) 


REGIONAL MEETINGS 


(THROUGH JUNE 1957) 


Association of Western Hospitals—Moy 6-9; 
Los Angeles (Statler Hotel) 

Carolinas-Virginios Hospitol Conference— 
April 4-5; Roanoke (Hotel Roanoke) 


by 


$1900 


Postage Paid 
(in U.S. only) 


ANATOMY 


for the 
MEDICAL RECORD LIBRARIAN 


Edward T. Thompson, M.D., and Adaline C. Hayden, C.R.L. 


Basic Aid for... 


Medical Record Librarians, Technicians, 

Students, Instructors, Student Nurses, 

Medical Students, Clinic Clerks, and 
Medical Secretaries 


This book may be described as an anatomic 
introduction to the Standard Nomenclature of 
Diseases and Operations Or a8 an anatomy corre- 
C lated with the Standard Nomenclature. Anatomic 
Ofoy terms, as they occur in the text, are given their 
proper topographi¢e code numbers, and anatomic 
parts sketched in the illustrations are likewise 
marked with theig code numbers. A study of this 
Anatomy will thus at the same time convey an 
understanding of the Standard Nomenclature. 


PHYSICIANS’ RECORD Publishers 
161 W. Harrison St., Chicago §, Iilinois 


Please send me 


MEDICAL RECORD LIBRARIAN at $10.00 per copy 


LJ 


() 


if remittance SHIP TO 
accompanies ORDERED BY 
order. 
ADDRESS 
City ZONE STATE 


H-7 


copes of ANATOMY FOR THE 


Remittance is enclosed 
Charge to my persona! account 
Charge to hospital account 


Maryland-District of Columbia-Delaware Hos- 
pital Association—October 31, November 
1-2; Washington, D. C. (Shoreham Hotel) 

Middie Atlantic Hospital Assembly—May 22. 
24; Atiantic City (Convention Hall) 

Mid-West Hospital Association—April 24.26; 
Kansas City, Mo. (Hote! President) 

New England Hospital Assembly——March 25. 
27; Boston (Statier Hote!) 

Tri-State Hospital Assembly—-April 29-May 2; 
Chicago (Palmer House) 

Upper Midwest Hospital Conference—May 22. 
24; Minneapolis (Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH DECEMBER 1956) 


Associated Hospitals of Alberto—-October 16. 
18; Edmonton (MacDonald Hotel) 

Arizona Hospital Association—-November 15- 
17; Phoenix (Westward Ho Hotel) 

California Hospital Association——October 24. 
26; San Jose (St. Ciaire Hotel) 

Colorado Hospital Association—-November 7- 
8; Colorado Springs, (Broadmoor Hotel) 
Connecticut Hospital Association——-November 
15; New Haven (So. New England Tele- 

phone Co. Aud.) 

Florida Hospital Association—-November 29. 
30; Jacksonville (George Washington Hotel) 

idaho Hospital Association—October 22-23; 
Boise (Hote! Boise) 

Iilinois Hospital Association——December 6-7; 
Springfield (Hotel Abraham Lincoln) 

Indiana Hospital Association—October 24-25; 
indianapolis (Student Union Building, Uni. 
versity of Indiana Medical Center) 

Kansas Hospital Association—November 15- 
16; Hutchinson (Boker Hotel) 

Associated Hospitals of Manitobo—October 
29-November |; Winnipeg (Royal Alexanara 
Hotel) 

Minnesota Hospital Association—November 9; 
St. Paul (Hotel St. Pau!) 

Mississippi Hospital Association—October 
19; Jackson (Edwards Hotel) 

Montana Hospital Association—-October 10. 
12; Missoula (Florence Hotel) 

Nebraska Hospital Association—October 25- 
26; Omaha (Hotel Fontenelle) 

Oklahoma Hospital Association—-November 8. 
9; Oklahoma City (Skirvin Hotel) 

Ontario Hospital Association—October 22-24; 
Toronto (Royal York Hotel) 

Oregon Association of Hospitals—October 8. 
9; Salem (Hotel Senator) 

Saskatchewan Hospital Association—October 
24-26; Saskatoon (Bessborough Hotel) 

Vermont Hospital Association—October 17. 
18; Pico Peak, Rutland (long Trail Lodge) 

Virginia Hospital Association—November 1|6- 
17; Roanoke (Hote! Roanoke) 

Washington Hospital Association—October |0. 
11; Yakima (Chinook Hotel) 

West Virginia Hospital Association—October 
11-13; Parkersburg (Hotel Chancellor) 


AHA INSTITUTES 


(THROUGH DECEMBER 1956) 


Hospital Pharmacy Institute—August 20-24; 
Chicage (University of Chicago) 

Evening & Night Nursing Service Institute— 
October 1-4; Dallas (Adolphus Hotel) 


(Continued on page 96) 
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FOR BETTER PATIENT CARE 


replace your obsolete items 


with durable stainless steel equipment 


e Availability of Ford Foundation funds 
now offers many hospitals an opportunity 
for increased community service. An im- 
portant step in that direction is the re- 
placement of old and obsolete items with 
modern stainless steel equipment. This 
will result in increased working efficiency, 
reduced maintenance cost and a high de- 
gree of sanitation. Many hospitals have 
found that Blickman-Built equipment 
represents a sound investment in terms 
of durability and trouble-free service. 
Consult us if you have any equipment 


problems in your hospital. 


EXPLOSION HAZARDS ore minimized in the major oper. 
ating room of Mt. Sinai Hospital, Hartford, Conn., by the 
use of Blickmon.Built stainless steel equipment fitted 
with electrically-conductive casters or tips. 


Manhattan 
Mayo Instrument 
Stand 


Clifton Revolving Stool Baker Solution Stand 


Mercy Model Bassinet Howard Instrument Table 


/ 


Rodney 
Chort Carrier 


Dewson Dressing Carriage 


Write for catalogs and other literature describing Blickman-Built 
stainless steel equipment for various departments of the hospital 


S. BLICKMAN, INC., 3807 Gregory Ave., Weehawken, New Jersey 


Blickman-Buil 
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PRESIDENT 
y E. Brown, University of Chicago Clinics, Chicago 37 
PRESIDENT. ELECT 
Albert So gg M.D., Grace-New Haven Community Hospital, 
New 4, Conn. 
PAST PRESIDENT 
Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 
TREASURER 
John N. Hatfield, Passavant Memorial Hospital, Chicago 11 
SECRETARY 
Edwin L. Crosby, M.D., American Hospital Association, Chicago 10 


Board of Trustees 


Ray E. Brown, chairman 

A. A. Alita, San Antonio Community Hospital, Upland, Calif. 

Frank R. Bradley, M.D. 

Madison B. Brown, M.D., Hahnemann Medical College and Hospi- 
tal. Philadelphia 2 

H. M. Coon, M.D., University Hospitals, Madison 6, Wis. 

Jonn N. Hatfield 

Cc, C. Hillman, M.D., Jackson Memorial Hospital, Miami 36 

Jack Masur, assistant surgeon general, Public a Serv- 
ice, Washin ton 25 

J. M. McIntyre, Municipal Hospital, Winnipeg, Man. 

William 8. McNary, M ongan Be Hospital Service, Detroit 26 

C. Schabinger, . DeEtte Harrison Detwiler Memorial 

ospital, Wauseon 

Rt. Rev. Msgr. George hsate Smith, diocesan director of hospi- 
tals, Aiken, 8. 

Albert W. Snoke, M D. 


Committee on Coordination of Activities 


Alhert W Snoke, M.D., chairman 

Ray EB. Brown 

Robert T. Evans, Blue Cross Plan for Hospital Care, Chicago 90 
Stanley A. Ferguson, University Hospitals, Cleveland 

Frank 8. Groner, Baptist Memorial Pee oe 3, Tenn. 
Stuart K. Hummel, Columbia Hospital, Milwaukee 1 

Russel! A. Neilson, M.D., Johns Hopkins Hospital, | 5 
Mrs, Cecil D. Snyder, Kenosha Hospital, Kenosha, Wis. 
Edward K. Warren, Greenwich Hospital, Greenwich, Con 

Lucius R. Wilson, M.D., Episcopal ospital, Philadelphia "28 


Council on Administrative Practice 

Stanley A. Ferguson, chairman 

Donald W. Cordes, vice chairman, lowa Methodist Hospital, Des 
Moines 14 

J. Milo Anderson, Strong Memorial Hospital, Rochester 20, N 

James P. Dixon, M.D., Department o Public Health, Philadel- 


7 
Richard R. Griffith, Delaware Hospital, Wilmington 1 
R. J. Stull, University of California Hospitals, San Francisco 22 
Richard D. Vanderwarker, momerial “enter for Cancer and 
Allied Diseases, New York 2 
Ronald Yaw, Blodgett Memorial Hospital. Grand Rapids 6, Mich. 
Linus A. Zink, M.D., Veterans Administration, Washington 25 
Secretory: Ann 8S. Friend, 18 E. Division St., Chicago 10 


Council on Association Services 
Stuart Hummel, chairman 
Hubert W. Hughes, vice chairman, General Rose Memorial Hos- 
Ray, Denver 20 

rt G. Hahn, Protestant Deaconess Hospital, Evansville 10, Ind. 
McCabe. Missouri! Hospital Association, St. Louis 8 
A.C. MeGugan. M.D., University of Alberta Hospital. Edmonton 
Homer A, Reid, Lovelace Clinic, Albuquerque, N. M. 
Charles M. Royle, Hospital Association of New York State, Al- 


bany 7 
8. ra Ruskjer, Waverly Hills Tuberculosis Sanatorium, Waverly 


W. Stadel, MD. San Diego County General Hospital, San 


Diego 3, Calif. 
Secretary: Howard F. Cook, 18 E. Division St., Chicago 10 


Biue Cross Commission 

Robert T. Evans, chairman 

Charles Garside, vice chairman, Associated Hospital Service of 
New York, New York 16 

D. Lane 47388 treasurer, Blue Cross Hospital Plan, Inc., Louis- 


ville 

Kenneth Bb. , k, M.D., Joint Commission on Accreditation 
of Hospitals, Chica o 

Rt. Rev. Megr. John 
pitals, Chicago 5 

Joseph O. Burger, Nebraska Blue Cross Hospital Service Associa- 
tion, Omaha 

J. Campbell Butler, Group Hospital Service, Inc., Syracuse 2, N.Y. 

Frank F. Dickson, Northwest Hospital Service. ortiand 7, Ore. 

John R. —_ Tennessee Hospital Service Association, Chatta- 
nooga 

Robert e* Jenkins, Akron Hospital Service, Akron 8, Ohio 

Basil C. MacLean, ‘M.D., commissioner, City ‘of New York Depart- 
ment of Hospitals. New York 13 

Walter R. McBee, Group Hospital Service, Dallas 1, Tex. 

F. D. MacCharles, Manitoba Hospital Service Eitesiedion: Winni- 


| 
Staniey H. Saunders, Hospital Service Corporation of Rhode 
Island, Providence 2 


rrett, archdiocesan director of hos- 


E. A. van Steenwyk, Associated Hospital Service of Philadelphia, 
Philadelphia 2 
Director: Richard M. Jones, 425 N. Michigan Ave., Chicago 11 


Council on Government Relations 
Lucius R. Wilson, M.D., chairman -- 
J. Douglas Colman, vice chairman, Johns Hopkins University and 
Johns Hopkins Hospital, Baltimore 5 
Ted Bowen, Methodist ospital, Houston 25, Tex. 
Edison Dick, Passavant Memorial Hospital, Chicago 11 
Abbie E. Dunks, Boston Dispensary. Boston 11 
Hal G. Perrin, Bishop Clarkson Memorial Hospital, Omaha 5, ‘. 


Nebr. 
Lester E. Richwagen, Mary Fletcher Hospital, Burlington, Vt. 
Rt. Rev. Msgr. Charles A. Towell, diocesan director of hospitals. 
Covington, Ky 
Clarence F. Wonnacott, Latter-Day Saints Hospital, Salt Lake 
City 3, Utah 
Secretary: Kenneth Williamson, Washington Service Bureau, 
Mills Building, 17th St. and Pennsylvania Ave.. NW, 
Washington 6 


Committee on Hospital Auxiliaries 


Mrs. Cecil D. Snyder, chairman 

Mrs. Frederick N. Blodgett, vice chairman, New England Medical! 
Center. Boston 11 

R. Anthis, Muskogee General Hospital, Muskogee, 


Mrs. George C. Capen, Hartford Hospital, Hartford 15, Conn. 

Mrs. James C. Enyart, lowa Methodist Hospital—-Raymond Blank 
Memorial Hospital for Children, Des Moines 14 

Mrs. Palmer Gaillard Jr., Mobile Infirmary, Mobile 17, Ala. 

mare, Guenter A. Hoover, Santa Monica Hospital, Santa Monica, 


Mrs. Norman J. Kauffmann, Touro Infirmary, New Orleans 15 
Mrs. A. C. Rood, Presbyterian Hospital Center, Albuquerque, 


N. M. 
Mrs. Arthur B. Slack, St. Luke's Hospital, Denver 10 
Mrs. H. Shelton Smith, Duke Hospital, Durham, N. C. 
Mrs. Alfred H. Taylor, Evanston Hospital, Evanston, Til. 
Secretory: Patricia Sussmann, 18 E. Division St., Chicago 10 


Council on Hospital Planning and Plant Operation 


Frank 8S. Groner. chairman 
Ray E. Trussell, M.D., vice chairman, Columbia University School 
of Public Health and Administrative Medicine, New York 32 
Sister Mary Antonella, St. Joseph Infirmar , Louisville 8, Ky. 
ony W. Collins, Euclid-Glenville Hospital. uclid 19, Ohio 
g. Gen. Elbert DeCourse USA, Army Medical Field 
Service School, Fort Sam Monstan. Tex 
E. D. Rosenfeld, MD. Long Island bowieh Hospital, New Hyde 
Park, L.I., N. 
Paul J Spencer, Faulkner Hospital, Boston 30 
R. C. Williams, M.D., State Department of Public Health. Atlanta 
D. B. Wilson, M.D., University Hospital, Jackson 5. Miss. 
Secretary: Clifford Wolfe, 18 E. Division St., Chicago 10 


Council on Prepayment Pians and Hospital Reimbursement 


Edward K. Warren, chairman 
R. K. Swanson, vice chairman, Swedish Hospital, Minneapolis 4 
J. M. pageel, Columbia Hospital of Richland County, Columbia 


Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan director of hos- 
pitals, Milwaukee 12 
Ral J. Hromadka, Santa Monica H ital, Santa Monica, Calif. + 
Kerlikowske, M.D., University Hospital, Ann Arbor. Mich. 
Harry J. Mohler, Missouri Pacific Hospital, St. Louis 4 
James P. Richardson, Presbyterian Hospital. 4, N.C. 
Clyde L. Sibley, Baptist Hospital, Birmingham 11, Ala. 
Secretary: James R. Neely, 18 E. Division St., Soe 10 


Council on Professional Practice 


Russell A. Nelson, M.D., chairman 

T. Stewart Hamilton, M.D., vice chairman, Hartford Hospital, 
Hartford 15, Conn. 

Hon. C. W. Allgood, South Highlands Infirmary, Birmingham 5 

Rev. Hector L. Bertrand, SJ., Comité des épitaux u Québec. 
Montreal 8 

Lawrence J. Bradley, Genesee Hospital, Rochester 7, N.Y. 

R. M.D., North Carolina Memorial Hospital, 

ape 

Frederick T Hill. M.D., Thayer Hospital. Waterville, Maine 

Karl 8. Klicka, M.D., Presbyterian-St. Luke's, Chicago 12 

Tol Terrell, Shannon West Texas Memorial Hospital, San Angelo 

Secretory: Sarah H. Hardwicke, M.D., 18 E. Division S8t., Chi- 

cago 10 


Executive Stef 

Edwin L. M.D., director 
Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
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FU BEX saves time, money, worktoan 
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No hidden costs—no Sterilization, no needle-sharpening, 
no syringe breakage, no dose preparation, no unused 
medication 

Presterilized —asepsis assured 

Ready to use, easy to use 

Precision medication—accurate dose 

Every injection with a new needle—minimizes pain, 
eliminates wasteful routine 

Reduced risk of infectious hepatitis 

Reduced risk to personnel of contact sensitization 


Simplified supply handling and accounting control 


PROVED BY HOSPITAL STUDIES'?? 


Tupex brings the full advantages 
of the closed-system technique to 


hospital; office, or home. For 


demonstration and literature, see 
your Wyeth representative. 


1. Bogash, R.C., and Pisanelli, R.: Hosp. 
Management (Nov.-Dec.) 195%. 
2. Hunter, J.A., et al.: Hosp. Manage- 
ment 81:32 (March) 1956. 3. Hunter, 
J.A., et al.: Hosp. Management 81°40 


(April) 1956, 
Wyeth 


|. Pa 


| CLOSED -SYSTEM INJECTION 
| 
Cuts Costs...Raises Efficiency 
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BILITY 


Mm Ether Squibb 


FOR ANESTHESIA 


SQUIBB ETHER 


unsurpassed for purity and potency, is the most 
widely used anesthetic ether in the world. 


Squibb Ether is packaged in cop- 
per-lined containers. These con- 
tainers prevent oxidation and 
formation of toxic by-products, 
such as peroxides and aldehydes, 
and preserve indefinitely the pur- 
ity of the product. 


In copper-lined tins of 4 lb., 4% 
lb., and 1 lb. 


MANUPACTURING CHEMISTS TO THE MEDICAL PROFESSION since 1858 [RetOLMEDE 


HOSPITALS, J.A.H.A. 


respiratory 
cut 
‘ 
~ 
~\\ 
~ 
4 
10 


Serving both physician. 
and patient © 


ad 


Equipment that helps your operations has 
valuable side effects. The physicians and nurses are 
aided in their work, and the patient carries away 
the report of the best possible treatment. 


GOMCO equipment, like the special No. 927 
Suction-Ether Unit used above, is assisting the staffs 
of hospitals everywhere in this work. This attractive 
cabinet unit is explosion-proof, quiet and versatile. 
It furnishes smoothly regulated ether flow, oral 

or abdominal suction. It is convenient and 
dependable — with none of the disadvantages 

of central systems, such as long supply lines 

on the floor or fluctuating amounts of vacuum. 


There is a GOMCO Suction-Etcher Unit, Suction 

Unit, Aspirating Pump, Thermotic Drainage Unit, 
Tidal Irrigator or Thoracic Pump to be your good right 
hand when and where you need it! Ask your dealer! 


GOMCO SURGICAL MANUFACTURING CORP 
820-H E. Ferry Street, Buffalo 11, N Y 


GOMCO Explosion-Proof 
No. 927 Suction and Ether 
Cabinet with Aerovent 
overflow protection. 
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The effectiveness of voluntary 
health insurance 


by Odin W. Anderson, Ph. D. 


Odin W. Anderson, Ph.D., has 
been research director of the 
Health Information Foundation, 


New York City, since 1952. 
Among the positions he has held 
in the academic 
field are re- 
search assistant 
and instructor, 
the bureau of 
public health 
economics, 
the School of 
Public Health, 
University of 
Michigan, and 
associate pro- MR. ANDERSON 
fessor in charge 
of the social aspects of medicine, 
department of clinical preventive 
medicine, the University of West- 


Whe 


While 


ern Ontario, 
at the University of Western On- 
tario Ke also served as a lecturer 


London, Ont. 


in that institution’s department of 
economics and political science. He 
has been an adjunct associate pro- 
fessor of sociology at the Graduate 
School of Arts and Science, New 
York University, since 1953. 


The role of health educator, 
by Dorothy A. Vernstrom, R.N. 


Dorothy A. Vernstrom has been 
director of the school of nursing 
and nursing service, Peter Bent 
Brigham Hospital, Boston, since 
1951. 

A native of Dedham, Mass., Miss 
Vernstrom graduated from the 
Truesdale Hospital] School of Nurs- 
ing, Fall River, Mass., and holds 
bachelor of science and master of 
arts degrees from Teachers Col- 
lege, Columbia University, N. Y. 


AT THE 
NURSES 


Crowds of nurses stopped at 
our booth on Monday, May 
i2th.. . . Superintendent Mary 
Lowden, of Deaconess Hospi- 
tal, said “We've been using 
Diacks in our O. R. for the 
past 30 years,” 
John's was, 
see why I use ‘only Diacks’,”’ 
a local hospital, noted, 


girls in O. R. happy.” 


"Actual names not used. 


CONVENTION... 


Her advice to Nurses Blackwell and Roster from St. 
“Try the autoclave indicators of other mfg.—then you'll 
. Purchasing Agent Jack Strubel, from 
“I was price conscious when I first took over 
this new hospital. I ordered some of the less popular controls. Our 
Superintendent of Nurses quickly set me straight. Now I have to order 
strictly Diacks. There is little more cost, anyway, and Diacks keep the 


SMITH & UNDERWOOD, CHEMISTS 


Sole manufacturers of Diack Controls and Inform Controls 
Royal Oak, Michigan 


Prior to assuming her present 
post, she was assistant director 
of nursing, Memorial Center for 
Cancer and Allied Diseases, New 
York City. She has also held posi- 
tions in head nursing, administra- 
tion and supervision at New York 
Hospital, Cornell Medical Center. 


MR. CARTMILL 


MISS VERNSTROM 


The cry for control 
by George EF. Cartmill 


George E. Cartmill, director of. 
Harper Hospital, Detroit, was ap- 
pointed to that position five years 
after he had completed his resi- 
dency at the hospital. During the 
intervening years, he served as the 
hospital’s assistant director and as- 
sociate director and treasurer. 

Born in Plover, Wis., Mr. Cart- 
mill was graduated from Central 
State Teachers College at Stevens 
Point, Wis., and spent three years 
as a high school teacher before en- 
listing in the army in 1941. During 
the war he saw three years of for- 
eign service in Tehran, Iran. 

Discharged from the army with 
the rank of warrant officer; j.g., 
he obtained his master’s degree 
from Columbia University. 

A past president of the Detroit 
Area Hospital Council and a past 
chairman of that council’s Con- 
ference on Government Relations, 
Mr. Cartmill is a trustee of the 
Michigan Hospital Association and 
the Michigan Hospital Service. On 
the national level, he is a member 
of the American College of Hospi- 
tal Administrators and of the 
American Hospital Association’s 
Committee on Disaster Planning, 
1955 Committee to Study Persona! 
Membership Departments and 
AHA Joint Committee with the 
American Dietetic Association. 
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Consider Aloe Alumiline in your Planning Progr 


Distinctive Alumiline design gives you uniformly 
modern hospital equipment for all major 
departments, plus all-welded construction WG 
in two non-corrosive metals — SEND FOR THis USEFUL 
aluminum and stainless steel. Alumiline N FREE BROCHURE y 
TODAY! | 


is easy to clean, easy to maintain, and 4 y 
static conductive for use in the : ' 


surgery. The purchase of new Alumiline 


A. 8. ALOE COMPANY 
1831 Olive St., St. Louis 3, Mo. 


Please send Alumiline Brochure. 


equipment 1s an ideal use for your 
Ford Foundation grant. 


Name 
A.S. ALOE COMPANY Hospital 
BETTER HOSPITAL EQUIPMENT FOR BETTER HOSPITAL CARE Street . 
1631 OLIVE ST.. ST. LOUIS 3, MO. + LOS ANGELES + PHOENIX + SAN Chor and Bemienscnsseisiiaeaa State i 


FRANCISCO + SEATTLE DENVER MINNEAPOLIS KANGAS CITY 
DALLAS NEW ORLEANS ATLANTA MIAMI WASHINGTON. D.C. 
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cut 
patient 
accounting 


costs 
with 


BURROUGHS 
SENSIMATIC ff 


For simplified patient accounting and prepara- 
tion of Blue Cross reports, you'll find the ideal 
answer in Burroughs Sensimatic combined with 
the columnar method of distribution of charges. 

With this accounting plan, all charges are 
automatically indicated under the proper 
heading on the statement. Then, at the end of 
the accounting period, totals can be obtained by 
simply turning a knob and pressing the motor 
bar. A duplicate copy meets all requirements 
of Blue Cross. Reimbursement from both Blue 
Cross and the patient are greatly simplified. 

Thanks to the exclusive sensing panel, Sensi- 
matic will handle other jobs by a simple turn 
of the job selector knob. For a demonstration 
“all our nearest branch office, listed in your 
telephone directory. Burroughs Corporation, 
Detroit 32, Michigan. 


WHEREVER THERE'S BUSINESS THERE'S 


‘BURROUGHS AND GENGIMATIC ARE TRADE MARKS 
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‘SURGICAL GLOVES 


are Processec o Prevent Ozone Cracking 


PIONEER Gloves are cutting 
glove costs because they are processed 
to prevent the cracking common to 

many kinds of surgical gloves and coused 


by a very active form of oxygen 
known scientifically as “ozone”. 
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UNTREATED 
: ROLLPROTS SURGICAL GLOVE 
Pioneers in Surgical Glove improvement for over 35 Years 


Double action center section easily 
adjusts to 3 diflerent angles on either 
side, giving potient ao reading rack or 
vanity troy and mirror, as well as a flat 
table surface. Stoinless steel pon in 
vanity tray is standord. Exclusive safety 
catch prevents accidental closing on 
patient's fingers. 


Rigid ‘H"' shaped bose prevents tipping. 
Swivel casters provide eflortiess mobility. 
All 4 feet are padded with buyilt-in 
rubber bumpers. Bumpers are standard 
on top crank model, optional on side 
crank model. 


Optional stainless steel scuff plate 
reduces maintenance cost by protecting 
finish. Top crank model is available with 
chrome legs. 


Available in two different crank styles. 
Both are conveniently located for nurse 
and patient. 


HARD MANUFACTURING COMPANY ¢117 Tonawanda Street, Bulfalo 7, N.Y. 


HARD 
OVERBED TABLES 


AVAILABLE IN 7 MODELS 

Make monotonous sick and convalescent time 
seem shorter and more pleasant by easing the 
patient's sense of helplessness without extra 
nursing. Hard's remarkable new Overbed 
Table puts everything ot the patient's finger- 
tips for eating, recreation and grooming. It 
reduces dependence on the nurse without 
exertion by the patient. 

it's a table for meais, a reading stand, a 
board tor cards and games, a writing desk, 
a vanity tor primping, a storage space tor 
personal items. 


(Names on Request) 


Tecoma, Wash. 


Milwaukee, Wisc. 
Racine, Wisc. 


Chicage, 


Kanseos City, Kon. 


Little Rock, Ark. 
Les Angeles, Col 


Top Crank 
No. 4553 


Evansville, tnd. 


Goftney, $. C. 


HELPS YOUR PATIENTS 
KEEP THEIR PATIENCE 


Hard Overbed Tables are used in over 1,000 Hospitals Coast to Coast 


Lynn, Moss. 


Wercester, Moss 
Buffalc, N.Y. 


Paterson, N. J. 


Philadelphia, Pa. 


Nerristown, Pa. 


Charlottesville, Va. 
Durhom, N.C. 


Jacksonville, N.C. 


Florence, $. C. 


Ask your hospita/ supply representative or write for complete information on Hard Overbed Tabies 
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) CONGRESS AGREES ON $125 MILLION 
FOR HULL-BURTON —— House-Senate 
conferees, considering the appro- 
priations bill containing Hill- 
Burton funds, have agreed on a 
$125 million appropriation for the 
entire program for the coming 
fiscal year. Of this, $102,800,000 is 
for the basic program with $22,- 
200,000 for the other categories, 
including $1,200,000 for hospital 
research. The administration or- 
iginally asked for $130 million but 
the House cut this figure to $11i 
million. The Senate restored the 
administration figure. The $125 
million compromise is expected to 
pass both houses quickly. The 
current appropriation is $111 mil- 
lion. 

A House subcommittee has voted 
not to resort out a bill sponsored 
by Rep. Frances Bolton (R-Ohio) 
to establish a commission to study 
nursing. 


pcivie DEFENSE PLANNING OUTLINED 
If individual communities would 


establish good local disaster pro- 


grams an excellent foundation 
would be laid for coping with dis- 
aster caused by enemy attack, 
testified Sister Mary Reginald, 
R.S.M., of Mercy College and Pro- 
vincial House, Detroit, and a mem- 
ber of the American Hospital As- 
sociation Committee on Disaster 
Planning and AHA representative 
on the Medical Advisory Commit- 
tee to the Federal Civil Defense 
Administration. Testimony was be- 
fore the House Military Operations 
Subcommittee of the Committee 
on Government Operations. 

“The term civil defense plan- 
ning has become outworn,” Sister 
Reginald, testified. “We believe 
there is a serious question as to 
whether the citizenry, and in this 
instance, ‘those involved’ with 
health care, can be sufficiently 
aroused and alerted over long 
periods of time on the basis of 
civil defense.” 

She outlined a six point plan to 
encourage participation and inte- 
gration of hospitals with all other 
community agencies in meeting 
any common disaster confronting 
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of NEWS 


the community, state, or the na- 
tion. Recommendations were: 

® “Congress should formulate a 
national policy of survival to bring 
about an awareness among our 
citizens of the part each must play 
in local programs to make possi- 
ble national survival.” 

®‘**The federal government 
should be given a stronger role in 
civil defense planning, more re- 
sponsibility, more funds, and more 
coordinating 
functions.” 

“The states 
should be re- 
quired to sub- 
mit state civil 
defense plans to 
the responsible 
federal agency, 
and such plans 
should meet es- 
tablished cri- cp mapy REGINALD 
teria related to 
the over-all civil defense needs of 
the nation.” 

@ “Any federal funds provided 
to the states should be granted on 
the basis that the plans submitted 
by the states have been accepted 
and approved by the responsible 
federal agency.”’ 

® “Future national planning 
should be undertaken on a long 
range basis requiring the estab- 
lishment of a career service for 
civil defense staffs.” 

lines of responsibility 
between federal and state govern- 
ments should be specifically stated 
in statute and not left to adminis- 
trative interpretations.” 


SETS UP HEALTH ADVISORY BOARD 
—Arthur S. Flemming, director of 
the Office of Defense Mobilization, 
has established an _ interagency 
health advisory board. Composed 
of representatives of government 
departments and bureaus, the 
board will advise ODM on availa- 
bility of medical manpower, health 
and hospital facilities, and related 
matters affecting preparation and 
mobilization for a national emer- 
gency. 

Dr. Howard A. Rusk, chairman 
of ODM's Health Resources and 
Advisory Committee, will serve as 
board chairman. 


P RADIATION REPORT RELEASED — Re- 
duction, “as much as is consistent 
with medical necessity,” in the use 
of x-rays and fluoroscopes was 
recommended by a National Acad- 
emy of Science group investigating 
radiation effects on humans, The 
keeping of a continuing history of 
each individual's exposure to ra- 
diation was also recommended in 
the report released last month. 

Approximately one-third of the 
cumulative 10-roentgen radiation 
limit permissible over a 30-year 
period is being used up through 
medical and dental x-rays, said 
the genetics panel—one of six 
NAS groups surveying radiation 
problems. “Proper safeguards 
[must] be taken to minimize the 
radiation dose to the reproductive 
cells,” the panel said. 

(The roentgen is a unit of ra- 
diation. The average dental x-ray 
delivers five roentgens to the pa- 


Worth Quoting 


.. Public health and disease 
preventive measures cannot be 
separated from the community 
life, nor can the hospital be con- 
sidered «a place apart from the 
community. If this is so, then the 
hospital in proper perspective 
must recognize that its needs must 
be correctly assessed against the 
community's resources and its 
position as one segment of a whole 
health program .. . If the hospi- 


tal fulfills its responsibilities it 
must integrate its activities into 
the total health program so as to 
be an indistinguishable part of 
it. Horace DelLien, 
chief, health division, 8. Opera- 
tions Mission to the Philippines, 
at the third Regional Workshop 
for Chiefs of Hospitals, Chief 
Nurses, and Administrative Of- 
ficers—North and Central Luson 
area, May 28, 1956. 
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tient’s jaw, but only five-thous- 
andths of a roentgen of stray ra- 
diation to more remote parts of 
the body, such as the reproductive 
organs. ) 

The 10-roentgen limit was set 
by the genetics panel, although it 
was stated there is not yet suf- 
ficient information available to set 
@ permanent upper limit on how 
much radiation the human body 
can withstand before showing 
marked physical and genetic mal- 
formations. Any radiation, how- 
ever, no matter how small, can 
cause certain genetic mutations 


and shortening of life, the panel 
said. 

Regarding radiation in general, 
the panel said “steps [should] be 
taken to institute a national system 
of radiation exposure record 
keeping under which there would 
be maintained for every individual 
a complete history of his total 
record of exposure to x-rays and 
to all other gamma radiation.” 

Statistics compiled by another 
NAS group—the committee on 
pathologic effects — showed that 
radiologists die 5.1 years sooner 
than the national American aver- 
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age of 65.6 years. Specialists hav- 
ing some exposure to radiation 
lived slightly shorter lives, on the 
average, than the physician hav- 
ing no radiation exposure. 


poocTor WINS SUIT AGAINST HOSPITAL 
-~A staff member of a charitable 
hospital is not a beneficiary of the 
hospital and therefore is eligible 
to collect damages in an injury 
case where the hospital is the de- 
fendant, the New Jersey Supreme 
Court has ruled. New Jersey has a 
limited immunity doctrine where- 
by immunity is extended to bene- 
ficiaries (patients), but not to 
business invitees or visitors. 

Dr. Lawrence V. Lindroth sued 
Christ Hospital, Jersey City, for 
$50,000 damages. He said he fell 
in the hospital’s elevator and suf- 
fered injuries to his left hand and 
wrist, preventing him from per- 
forming certain operations. The 
hospital claimed Dr. Lindroth was 
a hospital beneficiary and there- 
fore barred from collecting dam- 
ages. 

In handing down its decision the 
court refused to rule on the over- 
all immunity question, saying it 
was not pertinent to this particular 
case, but it did say “the protection 
of charitable organizations from 
liability in damages for otherwise 
just claims arising from their neg- 
ligence is losing support through- 
out the country.” 


>» WASHINGTON NEWS — Earlier this 
year President Eisenhower pro- 
posed 16 measures for a stronger 
health program. Congress has 
passed four bills. Another — the 
Health Amendments Act of 1956, 
containing five more of the Presi- 
dent’s proposals — has been passed 
by the Senate and is awaiting 
House action (the House version 
has the five points divided into 
three different bills). 

Also in the House, two bills are 
pending to provide federal em- 
ployees with major medical cov- 
erage. 

The American Hospital Asso- 
ciation has testified in opposition 
to a bill seeking a National Com- 
mission on Nursing Services. The 
AHA advocated the granting of 
federal funds to qualified nongov- 
ernmental organizations which 
would agree to review specific 
points regarding nursing educa- 
tion and services. (See p. 77) 
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Abbott’s new nonwettable plastic 
blood container with A-C-D Solution 
and blood collection set 


helps preserve the blood 


Less hemolysis:'* closed gravity system with nonwettable 
surfaces diminishes turbulence during withdrawal, helps 
keeps corpuscles intact. Platelets are preserved longer,' 
and coagulation is retarded.' | 


reduces risk of air embolism 


No air intake. The collapsed bag simply expands as it 
fills, collapses again as it is evacuated. Pressure infusion 
is simplified? Just slip the PLIAPAK under recipient’s 
shoulders or buttocks; or squeeze manually. 


eases handling and storing 


Takes little shelf room. Use once and incinerate or throw 
away. Tough and tamperproof, with no glass breakage 
problems. Sterile, pyrogen-free, and easily centrifuged. 


bbott 


REFERENCES—1. Muether, R. O., Sommer, A. J., and Koster, B., “Studies on Blood Stored in Plastic 
Bags,’ Am. J. Clin. Path., 23:818, Aug., 1953. 2. Knudtson, K. P., “Plastic Blood Containers,’ ibid., 813. 
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Advantages of corporation 


At the present time our state hos- 
pital association is not incorporated. 
I would appreciate information why 
an association such as ours, should or 
should not be incorporated. 


It is difficult to briefly outline 
the advantages of corporation. The 
major advantage in dealing with 
any organization is to eliminate 
personal liability. When the or- 
ganization is incorporated, the in- 
dividuals serving as its officers can 
speak in the name of the corpora- 
tion and remove themselves and 
their hospitals from the immediate 
responsibility for acts on behalf of 
the association itself. Should any 
sort of litigation develop, it is 
better to have the association as 
a corporate entity a party, rather 
than individual members. 

In some states the statutes pro- 
vide protection and benefits to 
corporations which are not af- 
forded to unincorporated groups. 
This is often true with respect to 
tax laws. Your association's legal 
counsel can give you authoritative 
information pertinent to your own 
local situation in this respect. He 
can also review for you the non- 
profit corporation act in your state 
and outline some of the advantages 
for you.—-MARION J. FOSTER 


Disaster program supplies 


We are in the process of organizing 
and putting our disaster plan into 
effect, and would like to have suffi- 
cient supplies and equipment on hand 
for this plan. 

Is there any agency in our area 
which would donate supplies for dis- 
aster programs? 


The problem of providing addi- 
tional supplies and equipment for 
disaster use is one of major con- 
cern in preparing any hospital to 
function in a disaster situation. In 
addition to providing disaster sup- 
plies and equipment from hospital 
funds, there are a number of pos- 
sible outside sources that might be 
considered. 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems ore advised to consult their own ettorneys. 
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These include: local and state 
civil defense organizations; local 
chapter of the American Red 
Cross; community groups; pre- 
disaster arrangements with local 


‘suppliers and industries; federal 


surplus property. 

Many local and state civil de- 
fense organizations have purchased 
quantities of medical and surgical 
supplies and items of various kinds 
of equipment, such as portable 
electric generators and water sup- 
ply systems for use in natural or 
war-caused disasters. It might be 
advisable to contact your local or 
state civil defense organizations to 
investigate the possibility of stor- 
ing some of these supplies in, or 
near, your hospital. 

The Red Cross chapter serving 
your local area may be able to as- 
sist your hospital in obtaining cer- 
tain types of supplies and equip- 
ment, particularly cots, blankets 
and mass feeding equipment. 

Another possible source is the 
community your hospital serves. 
In view of the importance of com- 
munity participation in hospital 
disaster planning, it may be de- 
sirable to contact various com- 
munity groups for assistance in 
providing supplies and equipment 
for use in disasters. Community 
groups such as fraternal organi- 
zations, women's clubs, Rotary 
Club, and other similar groups 
may be willing to sponsor the pur- 
chase of disaster supply boxes or 
special items of equipment needed 
to prepare the hospital. 

Where it is not possible for a 
hospital to adequately stockpile 
its own disaster supplies and 
equipment, it is often possible to 
make advance arrangements with 
local wholesale and retail medical 
and surgical supply outlets to rush 
certain items to the hospital in an 
emergency. Many industrial plants 
have equipment, such as portable 
generators, that might be useful 
in a disaster. It might also be 
possible to make arrangements 
with local industries for the use 
of such equipment. 

In arrangements of this type, a 


governing factor is the time that 
would be required to get the sup- 
plies and equipment to the hospi- 
tal. Provision should be made to 
have enough supplies within the 
hospital to maintain disaster op- 
erations until the equipment can 
be brought in from outside sources. 
From time to time federal sur- 
plus property becomes available 
for allocation to hospitals, without 
cost. Many of these items can be 
used in disaster preparations, You 
may wish to contact the director 
of your state agency for surplus 
property to find out what is avail- 
able.—JouHN N. HATFIELD Il 


Ancillary defined 


Kindly give the accepted meaning 
of the term “ancillary” as used in the 
hospital field. 

We are considering a room for pa- 
tients admitted for catheterization, 
injections, pediatric examinations, etc., 
but are not hospitalised. The term 
“ancillary service” might seem to dis- 
tinguish it from other departments, 
within whose scope these particular 
services do not fall, 

The word “ancillary” according 
to Webster's comes from the Latin 
word “ancilla” meaning female 
servant, and means “subservient 
or subordinate; auxiliary.” 

In hospital usage the word is 
most commonly used to denote 
those departments which provide 
additional aids to the attending 
physician in either diagnosis or in 
care of the patient, such as the 
radiology department, the labora- 
tory, the physical therapy depart- 
ment, etc. Because the word aux- 
iliary has commonly come to be 
used to denote the group of volun- 
teers who serve in the hospital, 
the word ancillary has been used 
for these other departments in- 
stead of auxiliary, in order to 
avoid confusion, and the “sub- 
ordinate” control does not apply. 

Since “ancillary service” means 
simply adjunct service, and since 
the term would apply to all other 
supporting departments the 
hospital, possibly you would want 
to choose another term. 

SARAH H. HARDWIcKE, M.D. 
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Roller chairs for nurses 


As part of the equipment plan- 
ning for Parkland Memorial Hos- 
pital, Dallas, Texas, a study was 
made in which several nurses were 
asked to keep a record of the num- 
ber of times they got up and sat 
down during an eight-hour period. 
A corresponding number of clerks 
and secretaries were asked to keep 
the same record. 

When the records were tabu- 
lated, reports Administrator Al- 
bert H. Scheidt, it was found that 
the average nurse gets up and sits 
down eight times as often in a day 
as does the average clerk or sec- 


retary. 
As a matter of convention, 
secretaries’ chairs are mounted 


on rollers to facilitate getting up 
and sitting down. Administrator 
Scheidt suggests that the same 
convention be extended to nurses’ 
chairs in order to make their work 
easier and conserve their energy.® 


Office coordinator 


For some five years the correla- 
tion of the admitting office, busi- 
ness office and medical records 
department of the Charlotte 
Hungerford Hospital, Torrington, 
Conn., has been an accomplished 
fact. Because it seemed that gen- 
eral supervision of the three 
departments could well be ac- 
complished under one head, the 
position of office coordinator was 
created. The hospital accountant, 
Edward S. Baron, was selected for 
the position. 

The coordinator has served in 
many ways to lighten the duties 
of the director in supervising the 
three departments. Petty problems 
are no longer brought to the di- 
rector for solution: in fact, such 
problems were rendered almost 
nonexistent by the closer cantact 
between the office coordinator and 
the department heads involved. 

The office coordinator also serves 
as personne! director for the three 
offices. Applicants for positions are 
screened and favorable ones di- 
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rected to the proper department 
head for further interview. Persons 
leaving positions in any of the 
three offices for an indeterminate 
reason are ‘subject to an exit in- 
terview with the office coordinator. 
In this interview any irregularity 
in dismissal will come to light. 
The coordinator system at the 
hospital has proved highly satis- 
factory not only in solving prob- 
lems but also in promoting more 
efficient performance of hospital 
functions in the three spheres in- 
volved, . 


Newspaper ‘brochure’ 


A tabloid newspaper supple- 
ment was used by Lutheran Hos- 
pital, Fort Wayne, Ind., in April 
to announce the opening of a $3 
million addition to the hospital. 

Armond Gemmer, public rela- 
tions director of the hospital, said 
the supplement took the place of 
the customary brochure. Because 
of printing and distribution costs, 
the hospital would have had to 
limit circulation of a brochure to 
a highly selective audience of be- 
tween 5,000 and 10,000. A _ bro- 
chure with a four-color cover 
would have cost about the same 
as the suppiement. 

By distributing the supplement 
with two local newspapers, a mass 
audience of 142,000 (the combined 
circulation of the two newspapers ) 
was reached. The format of the 
supplement permitted full presen- 


tation of the new addition’s serv- 
ices and facilities. 

Entire cost of the supplement 
was borne by the hospital. Officials 
believed the presentation would 
be most effective if the usual con- 
gratulatory advertisements from 
suppliers and others were omitted. 

The hospital also printed a tour 
guide of the hospital and pro- 
grams for the formal dedication 
of the new wing and a chapel. 
Radio and television were also 
used to publicize the opening. 
More than 5,000 persons visited 
the hospital during a three-day 
open house. ba 


Medication apron 


A small apron used to carry 
medications saves time and worry 
for nurses at the University of 
Iowa Hospitals, Iowa City (see 
photo below). 

At the hospital, a stretcher cart 
is used to pass fluids, evening 
sleeping medications and cathar- 
tics in one round of the ward. 
When the nurse is called away 
from the cart, however, to leave 
the medications unattended pre- 
sents a safety hazard, yet she can- 
not always take time to gather 
and lock up the medications. 

The apron, small and comfort- 
able for the nurse to wear, was 
judged the most efficient solution 
to the problem. It is 12 inches 
wide and 5 inches long, and con- 
tains 7 slots to hold medication 
stock bottles. ® 
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SCRUB GOWN 
WOULD 
you CHOOSE? 


Appearances are deceiving. Unless you know 
the important differences in Scrub Gowns, it is 
possible to make serious buying errors. 

‘‘Plus’’ features may not always be obvious, but 
they are important to the durability and 
comfort qualities of the garment. It sounds 
difficult, and it really is! 


But, every day more and more hospitals are 
solving the problem by consulting with an 
Angelica Representative. His varied experience 
with uniform requirements of hundreds of 
hospitals enables him to select the uniforms best 
suited to your specific needs. 


For instance, should your Scrub Gowns be 
slipover or back -opening? Should they have 
tunnel belts or detached belts! What is the 

most suitable color for your needs... misty green, 
jade green, grey, blue or white? 


For the best information in the industry, for a 
complete line of uniforms for dietary, 
maintenance, operating room, patient and nursing 
call your Angelica Representative soon. 

He is as near as your telephone. 
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UNIFORM 
1427 Olive, St. Louis 3 
177 WN. Michigon, Chicago | 


COMPAN Y 
107 W. 486th, New York 36 
110 W. th, Los Angeles 15 
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To shorten 


postoperative convalescence... 


Prostigmin 


A powerful cholinergic, Prostigmin 'Roche' helps prevent postsurgical 
distention and bladder atony when administered pre- and postoperatively. 
Well tolerated by patients, it aids in shortening convalescence and in 


reducing nursing cares Prostignin® - brand of neostigmine U.S.P. 


Order direct from 'Roche' at hospital prices 


HOSPITALS, J.A.H.A. 


P 
« J 
° 
> 
~ 
~ 
a 
} 
£ 9 
> 
> 


—guest editorial: 
radiation regulations 

With the rapidly expanding uses 
of radiation and of radioactive 
materials in all its forrms, there 
has been a natural increase in the 
public consciousness of radiation 
hazard. This has been accompan- 
ied by a not unnatural concern 
on the part of our medical authori- 
ties and public officials charged 
with the responsibility of protect- 
ing the national health. In an 
endeavor to cope with the prob- 
lem, a rash of radiation rules and 
regulations is breaking out all 
over the country. Depending upon 
the availability of technical 
knowledge, bolstered by good 
judgment and common sense, the 
legislative control of radiation 
may be beneficial. On the other 
hand, legislation alone is no pana- 
cea for the protection of the public 
against the undesirable effects of 
radiation. 

For many years the necessary 
guides to achieve the requisite 
protection against radiation have 
been provided in this country by 
the National Committee on Radia- 
tion Protection. Emphasis is to be 
placed on the use of the term 
“guides.”’ In the case of external 
sources of radiation, such as x- 
rays, or internal sources, such as 
sealed radium used interstitially, 
a long background of experience 
makes it possible to set down 
fairly specific detailed rules for 
the protection of the individual. 
However, for many other sources 
of radiation, such as neutrons or 
radioactive materiais that may 
enter the body either by design 
or accident, our knowledge is still 
relatively limited. There are still 


JULY |, 1956, VOL. 30 


editorial notes 


OSPITALS 


many unknowns regarding the 
degree to which radioactive ma- 
terials may be taken up by body 
organs and tissues, or which may 
be eliminated by the body through 
a variety of processes. In spite of 
the fact that our knowledge of 
these factors is increasing daily, 
it will probably be many years 
before they are known with any 
high degree of assurance. 

For regulatory purposes many 
persons feel that unless specific 
numbers are assigned to permis- 
sible amounts of radioactive ma- 
terials in the body, any rule or 
regulation is incapable of enforce- 
ment. It is said, for example, that 
radiation users can be satisfied 
only if they are told the exact 
levels of radiation exposure to 
which they must adhere. Little 
thought appears to have been 
given by these same users as to 
whether or not the values are rea- 
sonable—-or even if they can be 
measured—so long as someone 
else has the responsibility for sup- 
plying them. As a result of this, 
such data prepared by protection 
authorities to serve as guides have 
been creeping into rules or regula- 
tions having the force of law. 
Once the permissible concentra- 
tions of radioactive material in 
air, water, or in the body have 
been set down in some legal docu- 
ment, there is a natural tendency 
to try to adhere to the levels, thus 
established, without questioning 
their basic technical soundness, As 
our knowledge increases these 
numbers are bound to change and 
each time such a change takes 
place any regulation containing 
them must also be changed. This 
is apt to be, at times, a very slow 
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and laborious process. To be 
specific, in 1950 a few permissible 
concentrations of radioactive ma- 
terial were recommended as 
guides. In 1953 a new set of con- 
centrations was developed in- 
volving numerous changes ovet 
those made in 1950. Simce 1953 
several state and national radia- 
tion protection regulations have 
incPuded, in detail, the 1953 values. 
In 1956 the entire list of values 
was reviewed and again many 
changes were made, some increas- 
ing and some decreasing. To keep 
abreast of these changes, existing 
regulations are already subject to 
revision. 
In any 
concentrations of radioactive ma- 
terial in the body go back to one 
basic figure, namely, a concentra- 
tion such that the whole body or 
any of the critical organs would 
not be exposed to a dose exceeding 
3 rem per week. At best it is dif- 
ficult and at times impossible. to 
determine these concentrations to 
the accuracy to which they are 
listed in the tables, not to mention 
the fact that there are many un- 
certainties in the values them- 
selves. A course of prudence and 
wisdom would be to use such 
numbers as the guides for which 
they were originally intended; in 
the meantime leaving to the 
growth of medical science the pos- 
sibility of the best interpretation 
of their use in solving protection 
problems. To do otherwise invites 
a rigidity in our regulations and a 
false sense of security through the 
belief that such guides as to radio- 
active concentrations are as well 
known and understood as they ap- 
pear when set down in numerical 
form. LAURISTON S. TAYLOR, 
chief, Atomic and Radiation Phys- 
ics Division, National Bureau of 
Standards, Washington, D. C. 
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results of a nationwide survey: 


\V OLUNTARY HEALTH insurance is no longer in its 
infancy. It has become an integral part of 
financing general hospital care and physicians’ 
services, particularly surgery. For example, ap- 
proximately 50 per cent of the income of general] 
hospitals for the care of private patients in this 
country comes from Blue Cross and insurance 
companies; and around 40 per cent of the fees for 
surgery are paid by Blue Shield and insurance 
companies. 

In view of the growing importance of voluntary 
health insurance, the Health Information Founda- 
tion sponsored and financed a national survey of 
family medical costs and voluntary health insur- 
ance, The purpose was to show (1) the distribution 
of the costs of personal health services among 
families, (2) the extent of voluntary health insur- 
ance, (3) the effectiveness of prevailing insurance 
in spreading the costs, and (4) ways of encourag- 
ing the continued growth of insurance. 

The survey was based on interviews conducted 
during the summer of 1953 in the homes of a 
scientifically selected sample of U.S. families, sub- 
divided by age, sex, income, size of family, rural- 
urban classification, occupation and region. Tried 
and accepted methods of statistical procedure were 
used. The study took on special importance because 
it was the first national survey of this kind to be 
attempted since voluntary health insurance had 
become widespread. The Foundation hoped that 
the study would not only establish bench marks 
showing past accomplishments but would also in- 
dicate areas requiring more attention in order for 
voluntary health insurance to continue its progress. 


HIGHLIGHTS OF STUDY 

Preliminary reports on the survey were pub- 
lished in 1954. This article gives some of the high- 
lights of the completed study. A book now nearing 
publication will furnish more detailed data about 


the cost and utilization of health services and 


Odin W. Anderson, Ph.D., is director of research, Health In- 
formation Foundation, New York City. 


the effectiveness 
of voluntary 
health insurance 


by ODIN W. ANDERSON, Ph.D. 


insurance, with breakdowns by age, sex, residence 
and other factors.” 

Voluntary health insurance was established and 
has operated on several assumptions which the 
Health Information Foundation hoped could be 
tested in a national survey of families, both insured 
and uninsured. 

The prevailing pattern of benefits in voluntary 
health insurance today is hospital care and in- 
hospital physicians’ services. There have been 
two main reasons for the provision of such bene- 
fits: (1) It is felt that they meet the most im- 
portant needs of families; (2) they are fairly easy 
to administer. 

As for the needs of families, it has been assumed 
by many in the health field that the chief problem 
of families in meeting the costs of personal health 
services is to pay for sudden and high-cost ill- 
nesses, and that these high costs are largely for 
hospitalization and surgery. Thus it has been felt 
that home and office calls, occasional medicines 
and similar services (which are presumably inter- 
mittent and involve small costs per service, evenly 
spread over the population) do not warrant cov- 
erage through the complicated insurance mechan- 
ism. 

It has also been recognized that insurance bene- 
fits to pay for hospital care and in-hospital physi- 
cians’ services are reasonably easy to administer. 
The demand for such services is relatively self- 
limiting and predictable, so costs ean be anticipated 
and insurance premiums realistically determined. 

The national survey was limited to the financial 
aspects of personal health services. Other im- 
portant considerations, such as quality of services, 
problems of administration and methods of organ- 
ization of services, were not included. 

The provision of personal health services is one 

*Odin W. Anderson, with Jacob J. Feldman, Family Medical 
Costs and Voluntary Health ‘Insurance; a Nationwide Survey, 
University of Chicago. The general problem to be investigated 
was defined by the Health Information Foundation in con- 
sultation with representatives of Blue Cross, Blue Shield. 


private insurance companies, medicine, public health and the 
social sciences. 
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of the largest enterprises in the 
United States, totaling annually 
over $10 billion for private care. 
If the expenditures for direct serv- 
ices by all levels of government 
are included, the total annual ex- 
penditures for personal health 
services probably exceed $13 bil- 
lion. Given total charges of over 
$10 billion, how is this money 
divided among the various types 
of services? 


Dollers (Rounded) 

Total* 10.2 100 
Hospitals 2.0 20 
Physicians 3.8 37 
Dentists 1.6 16 
Medicines and Drugs 1.5 LE) 
Other Medical Goods and 

Services 1.3 13 


A breakdown of the broad com- 
ponent parts of physicians’ serv- 
ices reveals that surgery and 
obstetrics, added to the services of 
hospitals, account for 31 per cent 
of the medical dollar. The addition 
of other physicians’ services, such 
as home, office, and nonsurgical 
care in hospitals, brings the per- 
centage up to 57 per cent. In other 
words, if insurance were to pay 
for virtually all hospital, surgical 
and obstetrical charges, insurance 
would then be paying for 31 per 
cent of the charges for all personal 
health services. 

Although the total charge for 
personal health service is slightly 
more than $10 billion, this figure 
comes to only 5 per cent of all 
personal income. When the total 
is spread out among all the fami- 
lies in the United States, it amounts 
to $207 per family or $65 per in- 
dividual. The survey indicated 
that the smaller the income, the 
greater is the percentage of such 
income laid out for health services. 


COSTS FOR HOSPITAL SERVICES 


When the figure of $2 billion 
attributed to hospital services is 
spread over all families and in- 
dividuals, what are the charges per 
family and per individual? Table 
I gives these charges; as well as 
comparable charges for other 
types of services. 

The average annual charges per 


*In this study rsonal health services 
were defined as all general hospital serv- 
ices; all types of physicians’ services; pre- 
scribed and unprescribed medicines and 
drugs; all dental services; and other medi- 
cal goods and services, such as medical 
appliances, eyeglasses, services of chiro- 
practors, chiropodists, podiatrists, naturo- 
paths, faith healers, etc.. services of pri- 
vate-duty nurses, practical nurses and 
midwives, and expenditures for laboratory 
services for which the patient was billed 
directly by the laboratory. 
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Type of Service Charges Per Family 

All Services $207° 

Hospitals 4) 

Physicians 78 

Dentists 33 

Medicines 31 

Others 26 8 

*Do not add up because of rounding. 

table | 

family and per individual among various services during a year. 
families and individuals who in- They indicate the relative eco- 


curred charges for services—i.e., 
excluding those with no charges 
during the year—-appear on Table 
II. These charges have more mean- 
ing if the distribution of charges 
among families in a year is an- 
alyzed, since some families incur 
no charges and some families incur 
large charges in a year. 
DISTRIBUTION OF CHARGES 
The survey revealed that ap- 
proximately 8 per cent of the 
families incurred no charges for 
any personal health services dur- 
ing a year, while over 10 per cent 
incurred charges of $500 or more 
for all services. Stated in another 
manner, 10 per cent of the families 
incurred 43 per cent of all charges 
for personal health services. This 
overwhelming fact well illustrates 
the reason for the development of 
health insurance, since it is a basic 
assumption that insurance should 
spread the costs of personal health 
services evenly over the popula- 
tion. There is disagreement, how- 
ever, over. the range of benefits 
which can and should be covered. 
The figures which follow show 
the percentages of families incur- 
over $200 for 


nomic impact of each type of serv- 
ice. 


Per cont of all 
families in the U. 
All Services 34 
Hospitals 
Surgery 3 
“Other Physicians’ Services* 6 
Dental 4 
Medicines 


The survey revealed that over 
a period of a year as great a per- 
centage of families incur charges 
in excess of $200 for “other” phy- 
sicians’ services, i.e., nonsurgical 
and nonobstetrical, as for hospital 
care. The proportion of “other” 
physicians’ charges attributable to 
physicians’ services in the hospital 
for nonsurgical cases could not be 
isolated in this survey; but it is 
known that physicians’ calls in the 
hospital are a smaller proportion 
of physicians’ services than are 
home and office calls. Thus, al- 
though “other” physicians’ serv- 
ices are usually not included in 
prevailing voluntary health insur- 
ance, they are important enough 
to warrant at least partial inclu- 
sion. 

Even dental care has a greater 
impact on more families in a year 
than surgery, when measured by 


ring charges of ‘Excluding surgical and obstetrical. 
table Il 
Charges Per Family Charges Per individual — 
Type of Service With Charges With Charges 
Hospitals $158 $140 
Physicians 105 57 
Dentists 61 32 
Medicines 46 26 
Other 54 38 


25 


‘ 


the percentage of families incur- 
ring charges in excess of $200. It 
is also well to consider the fact 
that families who incur charges 
for surgery and hospital care are 
also likely to have charges for 
other services at the same time. It 
was found, for example, that 16 
per cent of the families incurred 
charges in excess of approximately 
$400, for an average of $702 per 
family. The average charges per 
family for selected types of serv- 
ices were as follows: 


Hospital Services $190 
Surgery 77 
"Other" Physicions’ Services 168 
Dental 84 
Medicines 91 


It seems apparent that all these 
services are important in the fin- 
ancing of personal health services, 
particularly when the total family 
charges are above certain amounts 
in a year, 


UTILIZATION OF SERVICES 


In this study, the chief measure- 
ments of volume of services were 
hospital and surgical care. 

The hospital admission rate per 
year per 100 persons for the entire 
population came to 9.0 for males 
and 15 for females. The admission 
rate by age was as follows: 


Age Admission Rate 
All persons 12 
0-5 
6-17 6 
18-34 16 
35-54 12 
55-64 12 
65 and Over 13 


There was hardly any variation 
in admission rates by income 
groups, an indication that income 
was not a dominant factor in the 
accessibility of hospital care. 

A better measure of hospital 
utilization, however, is the number 
of days of hospital care per 100 
persons in a year, It was found 
that the average for the entire 
population was 90 days per 100 
persons-—-70 for males and 100 for 


females—but that the figures rose 
sharply to 150 days for those over 
the age of 55, as indicated below: 


Baye Por 168 Persons 


All Persons 90 
0-17 40 
18-54 100 
55 and Over 150 


Although the average length of 
stay for all ages was 7.4 days, the 
figures increased by age group. 
There was a wide distribution of 
admissions by length of stay, from 
1 to 2 days to 20 days or more. 
For maternity patients, the aver- 
age stay was 4.7 days; most of 
these patients (or 57 per cent) 
stayed from three to five days. 

What effect, if any, does the fact 
that a person has hospital-care 
insurance have on the type of ac- 
commodations he receives? 

Table III reveals that the in- 
sured person tends to have semi- 
private facilities rather than the 
ward facilities which are more 
prevalent among uninsured ad- 
missions. (The table, of course, is 
presented with the realization that 
definitions of accommodations 
vary from place to place.) 

It was also possible to determine 
the distribution of hospital admis- 
sions by daily room and board 
rates. Slightly over one-half of the 
admissions reported occupying ac- 
commodations with rates of $10 a 
day and over, and 13 per cent re- 
ported accommodations with rates 
of $15 a day and over. 

The number of surgical proce- 
dures per 100 persons is another 
measure of utilization of personal 
health services. Surgical proce- 
dures were defined as any cutting 
procedure (including Caesarean 
but not normal deliveries), or 
setting of a dislocation or fracture. 
Excluded were circumcision of 
newborn infants and the suturing 
of wounds. For the population as 
a whole, the number of surgical 


table Ill 
Admissions Without Admissions With 
Hospital Insurance Hospital Insurance 
Private Room 26 per cent 24 per cent 
Semi-Private Room 30 45 
Ward 4] 29 
Undetermined 3 2 
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procedures per 100 persons was 
7.6 for males and 8 for females. 

This study showed, as antici- 
pated from other studies, that in- 
sured families were admitted to 
hospitals more often, were more 
likely to undergo surgery, and in 
turn incurred higher total charges 
for personal health services than 
did families without insurance. 
What was not anticipated, how- 
ever, was that insured families 
were more likely to utilize and 
incur higher charges for uninsured 
services, such as medicines and 
dental care, than were uninsured 
families. Why this was so cannot 
be explained from this study; but 
the fact itself raises questions as 
to the validity of attributing all 
excess use of hospitals and surgery 
solely to insurance. 

The average family with insur- 
ance incurred annual charges for 
all personal health services total- 
ing $237. The average family with- 
out insurance incurred charges of 
$154. Since insured families had 
19 per cent of all their charges 
covered by insurance, this left a 
balance of $192 not paid by insur- 
ance—a balance still higher than 
the total charges of $154 incurred 
by uninsured families. 

For persons with insurance, the 
hospital admission rate was 14 per 
100 whereas for persons without 
insurance the rate was 9. In terms 
of number of hospitalized days 
per 100 persons, the insured popu- 
lation experienced 100 days and 
the uninsured population 70 days. 
An interesting sidelight was the 
discovery that insured families 
with low incomes had a much 
higher hospital admission rate 
than insured families with rela- 
tively high incomes, a rate of 21 
per 100 for incomes under $2,000 
against a rate of 12 for incomes 
over $7,500. 

Another important measure of 
utilization was the number of sur- 
gical procedures per 100 persons. 
The rate of surgical procedures per 
100 insured persons was 9 and for 
uninsured persons, 5. Among in- 
sured families, the surgical rate 
was higher among low-income 
families than among relatively 
high-income families, a rate of 15 
per 100 among incomes under 
$2,000 contrasted with 8 among 
incomes over $7,500. 

(Continued on page 96) 


HOSPITALS, J.A.H.A. 


(ABOVE) Next year 


three old hospitals 
are merging to 
form a new 
$22,000,000 
Washington 

(D.C.) Hospital 
Center with 800 
beds (right) and an 
eight-story nurses’ 
residence (left). The 
hospitals, from top: 
to bottom are: 
Garfield Memorial 
Hospital, Central 
Dispensary 

and Emergency 
Hospital, 

and Episcopal 

Eye, Ear and 
Throat Hospital. 


in Washington, D. C., 


« 


EN YEARS AGO it became evident that a 
hospital expansion program was 
needed in Washington, D. C. The need had 
been felt earlier, but little could be done 
until the end of World War II. 

Most of the existing hospitals in the Dis- 
trict of Columbia were inadequately housed 
in old buildings, many in need of extensive 
rehabilitation. Some hospital construction 
had been authorized under the Lanham Act, 
which offered federal aid for hospital facili- 
ties in war-swollen communities. The Hill- 
Burton Hospital Survey and Construction 
Act was not yet a reality, and even at its 
peak it was to offer relatively little help for 
the hospitals of Washington, D. C. 

A 1945 survey showed that the District of 
Columbia then needed about 1,100 more hos- 
pital beds than it had. 


THREE WOMEN TAKE A HAND 


It was then that three civic-minded women 
got the idea of conrbining three of the old 
hospitals and building in their stead one great 
new institution. One of these women was Mrs. 
Millard E. Tydings, whose husband was then 
a United States Senator (D-Md.). Another 
was Lady Elysabeth C. Welsh, who in 1946 
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was the widow of Sen. Warren S. Barbour 
(R-N. J.). The third was Mrs. Edward 5S. 
Fay, who at that time was Mrs. Reginald C. 
Huidekoper of Washington, D. C. 

These three women proposed that a merger 
take place, involving these three hospitals: 

1. Garfield Memorial Hospital. This %306-bed 
hospital has seven buildings in which patients 
are housed, Of this group, three were con- 
structed in 1886, 1888 and 1894, respectively; 
one in 1902; two in 1911; and one small unit 
in 1925. 

2. Episcopal Eye, tar and Throat Hospital. This is 
a 100-bed institution built in 1904, with an 
addition in 1911. 

3. Central Dispensary and Emergency Hospital. 
This institution, better known as Emergency 
Hospital, has 300 beds. Its main building was 
completed in 1915, though two wings were 
added later. 

The proposal was received with interest 
by officials of the three hospitals involved, 
who themselves had been considering such 
possibilities. The matter of financing was a 
difficult problem, however, since the “non- 
resident” nature of much of Washington’: 
population and the city’s lack of large indus- 
try makes fund raising a difficult procedure. 
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Mrs. Tydings interested her hus- 
band in this situation, and during 
the 79th Congress the Senator from 
Maryland introduced a bill, which 
had been prepared by a group of 
hospital trustees, calling for fed- 
eral financing of the project. This 
was on the theory that as the city’s 
largest single employer the federal 
government has a responsibility to 
help provide hospital facilities for 
the community, just as does any 
large industry in any other city. 

There followed a concerted cam- 
paign, in which scores of people of 
all political and religious faiths, 
representing all segments of the 
community, worked together in 
support of the hospital center idea. 
Mrs. Tydings and Mrs. Barbour, 
among others, testified before Sen- 
ate committee hearings as to the 
conditions they had found when 
working at these hospitals as Red 
Cross nursing aides. Their case was 
supported by the May 1946 report 
of a survey calling Washington 
hospitals “archaic.” The survey 
was made by Dr. Claude W. Mun- 
ger of New York City (a past 
president of the American Hos- 
pital Association) and Dr. C. E. A. 
Winslow and Dr. Ira Hiscock of 
Yale University. 

Senator Tydings’ measure passed 
both houses of Congress and was 
approved as Public Law 648 (79th 
Congress) when President Harry 
S. Truman signed the bill on 
Aug. 7, 1946. This was just six 
days before he signed another hos- 
pital measure-——the now famous 
Hill-Burton Hospital Survey and 
Construction Act. 


FEDERAL PARTICIPATION 


The terms of the Washington 
Hospital Center measure provided, 
in essence, that the federal gov- 
ernment would acquire a site; 
plan, design, build and equip the 
new facility, and turn the com- 
pleted plant over to the board of 
trustees of the Center, ready to 
operate. In return, the participat- 
ing. hospitals would transfer to the 
federal government the land and 
building which they presently use 
for hospital purposes. (Property 
not used for hospital purposes is 
not to be given to the govern- 
ment.) The government then would 
have no further connection with 
the hospital. 

While the act did not specify or 


limit participation to the three 
hospitals mentioned above, they 
were the only ones eventually to 
take part. A 1952 amendment of- 
fered federal] financial aid to other 
nonprofit hospitals in the District 
of Columbia which are not par- 
ticipating in the hospital center. 


PROBLEMS .AND DELAYS 


The passage of the act, in 1946, 
did not solve all the problems in- 
volved in building the center. This 
summer, a decade later, comple- 
tion of the new center is still a 
year away. 

One of the early problems in- 
volved a suitable site. At first, the 
land occupied by the Naval Ob- 
servatory on Massachusetts Ave., 
N.W., was selected as the best site 
for the hospital center, since the 
Navy had indicated a desire to 
move the observatory out of the 
city. Preliminary plans were 
drawn, and steps were taken pre- 
paratory to moving the observa- 
tory to a new site in nearby Vir- 
ginia. But many complications 
arose, revolving about the com- 
plexities, and even the questioned 
desirability, of moving the observ- 
atory, with its delicate precision 
instruments which play such an 
important part in time-keeping in 
the Western Hemisphere. 

One delay followed another, and 
the hospital center project lay vir- 
tually dormant for about two 
years. During this period, the 
three participating hospitals were 
going through changes in their 
own boards and administration. 

Finally they got back on the 
track. They elected as president of 
the Washington Hospital Center 
Charles S. Dewey, president of 
Garfield Memorial Hospital, who 
had once served also on the Emer- 
gency Hospital board of trustees. 
Mr. Dewey is a former member of 
Congress from Illinois who served 
for a time (in 1924) as Assistant 
Secretary of the Treasury under 
Andrew W. Mellon during the 
Coolidge administration. 

In late June 1952, Congress had 
to extend the original enabling act 
because of the delays. Five days 
later, on July 3, 1952, the three 
participating hospitals signed an 
agreement with the administrator 
of the General Services Adminis- 
tration, committing the hospitals 
and the government to the project. 


A hospital consultant was en- 
gaged, and the board of the new 
center and the Public Buildings 
Service (a unit of GSA) went to 
work on architectural plans and 
the hundreds of details that must 
precede a building program. 

The Naval Observatory site was 
eliminated from consideration, and 
a new site was found, on the 
grounds of the U. S. Soldiers’ Home 
in northwest Washington. About 
64 acres of land originally were 
acquired, but this site was subse- 
quently reduced to 47 acres when 
17 acres were designated for a 
new freeway now being planned. 
This freeway will greatly enhance 
access to the new hospital center. 
The site is centrally located and 
in fact is almost in the exact cen- 
ter of the district’s population. 

With the basic arrangements 
completed and architectural work 
under way, it then became neces- 
sary to concentrate on organization 
problems for the new hospital 
center. Instead of three separate, 
independent entities, the three ex- 
isting hospitals will now merge 
into one large hospital, with one 
governing body, one administrative 
officer, one medical staff, one 
women’s auxiliary. Of the three - 
hospitals, only Garfield had a 
school of nursing. In the new cen- 
ter, this school will continue, 
greatly expanded, as the school of 
nursing of the Washington Hospi- 
tal Center. 

Bringing all this about with a 
maximum of harmony was no sim- 
ple task. The success it has had 
to date is directly related to the 
ability of the trustees, medical staff 
members, and administrators of 
the three participating hospitals 
to see themselves as parts of a 
great new unit and to forget any 
institutional pride and provincial 
prejudice they may have had. 


ORGANIZATION OF THE CENTER 


A set of bylaws was drawn up 
and adopted in May 1952. The 
principal features of the new cor- 
poration are as follows: 

Membership: The members of the 
corporation will be the persons 
who are incorporators or officers 
of the center, members of the 
boards of trustees of the three par- 
ticipating hospitals, and others 
whom the board of the new center 
might from time to time elect. 
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Board of trustees: The new center 
has a 27-member board, elected 
by the members of the corporation 
for three-year terms. Nine are to 
be elected from each of the boards 
of the three participating hospi- 
tals. Twelve trustees constitute a 
quorum. While the bylaws do not 
so stipulate, it is understood that 
one-third of the board will con- 
sist of doctors of medicine, three 
from each participating hospital 
staff. 

Officers: The corporation has a 
president, one or more vice presi- 
dents, a secretary and a treasurer, 
all elected annually by the board 
from its own membership. In 
addition, the board may appoint 
other officers, assistants and agents 
who need not be members of the 
board. The president is ex officio a 
member of all committees. 

Committees: Two permanent com- 
mittees are provided in the by- 
laws. These are a nine-member 
executive committee and an ad- 
visory medical committee, consist- 
ing of trustees of the center. The 
executive committee may exercise 
powers of the board during inter- 
vals between meetings. In addition 
the board may appoint other com- 
mittees as it sees fit. The member- 
ship on these other committees is 
not necessarily confined to the 
board of trustees. 

Honorary trustees: The bylaws also 
permit the board to appoint as 
many as five honorary trustees, 
to serve in an advisory capacity. 
They may attend board meetings 
but are not considered part of a 
quorum and may not vote. 

Women's division: When the new 
center opens it will have a women’s 
division, the result of a merger of 
the women’s groups at Episcopal, 
Emergency and Garfield hospitals. 
Mrs. Maurice A. Selinger, who was 
president of the Garfield auxiliary, 
is chairman of the executive com- 
mittee of the women’s board. 
President Dewey had appointed 
her to head a steering committee 
from the three auxiliaries involved, 
designed to integrate the women’s 
groups along with the hospitals 
themselves. The women’s division 
will occupy a position, in relation 
to the board of trustees and the 
administrator, on a level with the 
medical and administrative staffs. 

A few months ago, the board of 
trustees appointed the top admin- 
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istration of the new center. At its 
head, as administrator, will be Dr. 
Warwick T. Brown, currently ad- 
ministrator of Emergency Hospital. 
As deputy administrator, the board 
chose Richard M. Loughery, now 
administrator of Garfield. Until 
the new center is ready to open, 
both Dr. Brown and Mr. Loughery 
will continue in their present ca- 
pacities, but both are devoting an 
increasing proportion of their time 
to details involved in the new cen- 
ter. Deaconess Margaret Bechtol, 
administrator of Episcopal Hospi- 
tal, plans to retire when the new 
center becomes a reality. 


MEDICAL STAFF 


Organization of the combined 
medical staff is still in progress. 
All staff members must be ap- 
proved by the new board of trus- 
tees, but requirements for staff 
privileges are not expected to be 
materially different from those of 
the three hospitals comprising the 
new center. 

In 1952, during the architectural 
planning stage, committees were 
formed representing all the spe- 
cialty groups in the three hospitals. 
These doctors made studies of the 
requirements of their own spe- 
cialties and listed in detail their 
recommendations for their depart- 
ments. These lists were then re- 
vised by a medical planning com- 
mittee, and the results were 
turned over to the architects for 
preliminary sketches. The commit- 
tees then met again to review the 
architectural sketches, to eliminate 
frills and excess equipment, and 
to make whatever other changes 
they believed were necessary for 
economy and efficiency. 

In addition to the medical spe- 
cialties as such, there will also be 
a general practice section or de- 
partment. Such a section currently 
exists as part of Garfield Memo- 
rial Hospital. 


The total project cost will be 
about $22,000,000. It is estimated 
that the land and buildings to be 
turned over to the government by 
the three participating hospitals 
are worth perhaps two or three 
million dollars. 

The new hospital center will 
consist of two buildings, the hos- 
pital building and the nurses’ dor- 
mitory and training school, situ- 
ated on a 47-acre site. 

The hospital will have a normal 
patient capacity of a few over 800, 
about 100 more than the combined 
bed complement of the three old 
hospitals, and its outpatient de- 
partment will be able to accom- 
modate about 400 patient visits a 
day. 

The completely air-conditioned 
hospital building will be of fire- 
resistant construction, of reinforced 
concrete frame, exterior curtain 
walls of red brick and limestone 
trim, with a flat roof. The building 
will be six stories high, plus a 
basement and ground floor. It will 
have a complete piped oxygen 
system. The top floor will include 
a dormitory for interns and house 
physicians, The gross area of the 
building will be about 700,000 
square feet. Its gross volume will 
be about 8,000,000 cubic feet. The 
building will be 560 feet long 
(north to south) and 452 feet wide. 

The nurses’ dormitory and train- 
ing school will accommodate 250 
student nurses and 50 resident 
nurses. This building, too, will be 
of fire-resistant construction, with 
exterior red brick walls, limestone 
trim and a flat roof. It will be 
eight stories high, plus basement, 
and will have a gross area of about 
140,000 square feet. Volume will 
be about 1,500,000 cubic feet. It 
is expected that the center will 
open in the summer of 1957. 


FEATURES AND SERVICES 


The new hospital will offer a 
wide variety of services to the peo- 
ple of metropolitan Washington, 
including a psychiatric unit and 
short-term accommodations for less 
seriously disturbed mental patients. 

To supplement the skills of its 
medical staff, the new center will 
have such facilities as these: 

Radiology: One of the largest 
x-ray departments in the United 
States will be equipped to handle 

(Continued on page 94) 
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TWO WITNESSES speak at the 
reference committee hearing in the 
special AMA study of the 
Accreditation Commission. Above 
is Dr. J. $. DeTar 

president of the General 

Practice Committee of the AMA. 
At right is Kenneth 8B. Babcock, M.D., 
director of Joint Commission on 
Accreditation of Hospitals. 


ITHOUT A dissenting vote, the 
House of Delegates of the 
American Medical Association has 
approved the findings of a year- 
long study of the Joint Commission 
on Accreditation of Hospitals. 
The special study committee was 
appointed by the House in June, 
1955, as the result of a spate of 
resolutions sharply critical of the 
Joint Commission. The findings of 
the committee, headed by Dr. 
Wendell C. Stover, of Indiana, 


The report of the special committee of the House of Delegates of the 
American Medical Association to review the functions of the Joint Com- 
mission on Accreditation of Hospitals as amended and approved by the 
House on June 13 follows, Omitted from this text are statements describ- 
ing the authorization of the committee by the House, the procedure 
followed by the committee, the makeup of the Joint Commission, and 
the current “Standards for Hospital Accreditation.” 


S A RESULT of its studies the 
A committee found that the dis- 
satisfaction with the functions of 
the Joint Commission, as intense 
as it is in some localities, is not as 
widespread geographically as this 
committee has been led to believe. 
It is also evident that much of the 
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criticism is based on misunder- 
standing and misinformation. 

A hospital standardization pro- 
gram was begun by the American 
College of Surgeons in 1920, the 
purpose of which was “. . . to 
create in the hospital an environ- 
ment which will assure the best 


special report: 


were reported to the House at its 
meeting in Chicago June 11-15. 

Key points in the committee’s 
report were: 

Hospital accreditation should be 
continued, dissatisfactions with 
the functions of the Joint Com- 
mission not being “as widespread 
geographically as this committee 
has, been led to believe.”’ 

e organization of the Joint 
Cc ission should be continued 
as is. The committee, and subse- 


report of AMA Committee 


possible care of the patient.” The 
American College of Surgeons 
conducted this program until 
December 1951, when it became 
too expensive, at which time they 
proposed to turn it over to the 
American Hospital Associa- 
tion. The American Medical As- 
sociation then took definite action 
and it was agreed that both medi- 
cal and hospital groups should be 
represented in the program. On 
Dec. 15, 1951, the Joint Com- 
mission on Accreditation of Hospi- 
tals was established. 

(At this point in its report, the 
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quently the House, thus disap- 
proved suggestions that the AMA 
alone run the accreditation pro- 
gram, that the AMA and Amer- 
ican Hospital Association together 
run it, or that certain other groups, 
such as the Academy of General 
Practice, be admitted to member- 
ship in the Joint Commission. 

The Joint Commission should 
employ hospital surveyors, rather 
than continue the present system 
of having the surveyors employed 
by the member organizations. 

Reports on surveys should be 
sent to both the administrator and 
the hospital chief of staff. At pres- 
ent, the report is sent to the ad- 
ministrator. The staff chief is noti- 
fied that the report has been sent. 

Physicians should be on the 
governing boards of hospitals, with 
or without a vote. 

Staff meetings required by the 
Joint Commission are acceptable, 
but attendance requirements 
should be set up locally and not 
by the Commission, as at present. 

The Commission should concern 
itself with questions of illegal or 
unethical contracts between hospi- 
tals and physicians. The present 
Commission bylaws do not permit 
it to concern itself with financial 


arrangements between hospitals 
and physicians. 

General practice sections in hos- 
pitals should be encouraged. An 
amendment to the report, carrying 
stronger language than the original 
version on the subject of privileges 
for GP's, was introduced by Dr. 
J.S. DeTar, of Milan, Mich., presi- 
dent of the Academy of General 
Practice. The special committee 
approved its inclusion in the report 
and this amendment was voted by 
the House. 

The accreditation survey was 
one of two special reports which 
were the high points of the agenda 
of the AMA House in June. 

The other concerned private 
practice by medical school] faculty 
members. This study developed 
from a Mississippi resolution in 
1954 deploring the private practice 
by full-time teachers in tax-sup- 
ported medical schools. 

The Council on Medical Serv- 
ice of the AMA urged that the 
committee’s findings be held over 
until the Seattle meeting of the 
House in November so that the 
report could be studied. After a 
parliamentary tangle, the House 
spurned this suggestion and voted 
approval of the report at once. 


Key recommendations were: 

PAI patients treated in medical 
school facilities be used for teach- 
ing purposes. 

>“Full-time” clinical faculty 
members should not be permitted 
private practice but should be paid 
an adequate salary by the medical 
school. The committee noted that 
exceptions to this rule may be 
necessary. 

>Part-time” faculty members 
(including many now called “ab- 
solute full-time” and most of those 
now called “geographical full- 
time”) should be limited as to the 
amount of time spent in private 
practice. 

pFunds received from private 
practice of medicine by salaried 
members of the medical school or 
hospital should not accrue to the 
general budget of the institution 
and the initial disposition of fees 
for medical service from paying 
patients should be under the direct 
control of the doctor or doctors 
rendering the service. 

p>That it is not in the public or 
professional interest for a third 
party to derive a profit from pay- 
ment received for medical services. 

The House approved an adden- 

(Continued on page 8&8) 


on the Accreditation Commission 


committee included the text of 
the “Standards for Hospital Ac- 
creditation.” The “Standards” are 
available from the Joint Commis- 
sion, 660 North Rush St., Chicago, 
Ill.—-Editor’s Note.) 

The committee reviewed many 
facets of the problems of hospital 
accreditation. Following are num- 
ber of key questions considered: 

A. Should accreditation be con- 
tinued? The committee as well as 
all of those persons interviewed 
unequivocally are of the definite 
opinion that hospital accreditation 
should be continued. 
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B. Commission membership: Al- 
though it might be advantageous 
to limit the membership of the 
Joint Commission to the American 
Medical Association alone or to 
the American Medical Association 
and the American Hospital As- 
sociation, historic, legal, and other 
considerations have brought the 
committee to the conclusion that 
it would be advisable to maintain 
the present representation. Admis- 
sion of other organizations is a 
matter for the Joint Commission 
to consider, but the committee be- 
lieves the present representation 


DR. STOVER 


is adequate. This committee rec- 
ommends that the American 
Medical Association representation 
always include at least one general 
practitioner, as has been custom- 
ary in the past. The committee also 
recommends that the other repre- 
(Continued on page 90) 
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HOSPITALS, large and 
small, have difficulty in 
combining the efforts of the per- 
sonnel and payroll] offices into a 
comprehensive payroll picture, The 
factors which vitally affect pay- 
roll, such as personnel turnover, 
annual leave, sick leave and over- 
time, are often not available in 
usable form. The consolidated pay- 
roll personnel summary described 
in this article has proven helpful 
in giving management the kind of 
information necessary for proper 
decision making. 

Budget control. The first step in 
organizing an effective personne! 
control system is to have a clear 
cut organizational] pattern or table 
of organization, which relates to 
the budget. This is necessary as a 
vital frame of reference. In the 
accompanying table the first two 
columns refer to the organization 
of one particular hospital and the 
number of positions allocated in 
the budget for each section. 

Personne! activity. The next three 
columns in the table refer to per- 
sonnel turnover during the payrol! 
period (accessions, transfers and 
separations). The legends PF, PP 
and T represent permanent full- 
time, permanent part-time and 
temporary employees. This break- 
down may or may not be necessary 
depending upon the number of 
personnel in each of these cate- 
gories. However, it is particularly 
valuable during vacation seasons 
as it provides the main source of 
information for personnel and pay- 
roll figures which are usually high 
at that time. 

Personnel turnover. This section of 
the report shows precisely where 
personnel turnover takes place and 
the extent of such activity. It be- 
comes a simple matter of arith- 
metic to compute turnover ratios 
and to obtain other significant data 
for a department as well as for the 
entire hospital. Generally this in- 
formation is available elsewhere; 
in this report, however, this infor- 
mation is integrated with other 
personnel data, giving a more 
comprehensive picture of personne] 
activities. The number of person- 
nel on duty at the beginning and 
end of each payroll period are 
listed so they can be related to the 
budget allocation. 


Abel D. Swirsky is assistant director of 
Sinai Hospital of Detroit. 
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Payroll anolysis. The concepts of 
scheduling and cost are introduced 
in the second half of the report. 
Hours of work necessary to com- 
plete the normal work of each sec- 
tion are listed as “scheduled hours.” 
This relates to hourly rates of pay 
and to employee’s working sched- 
ules. For example, there are six 
employees in the director’s office, 
each of whom is scheduled to work 
40 hours per week or a total of 480 
hours for two weeks. However, the 
laundry operates on a 40-hour 
week with one-half of the crew 
alternating on a 44-hour basis. As 
another example, the nursing de- 
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partment engages many employees 
on a part-time basis. It is, there- 
fore, necessary to keep in mind 
not only the total number of em- 
ployees, but the precise nature of 
each department’s working sched- 
ule. 

All too often reports reflect what 
should have happened. But what 
actually happened? This informa- 
tion appears in the “Actual Hours 
Paid” column. This category shows 
the effort of each section: regular 
work, overtime, annual leave or 
vacation, and sick leave. The cost 
of fringe benefits in terms of over- 
time and sick leave are quickly 
noted. The last columns relate the 
actual hours paid with those sched- 
uled. Dividing these figures by 80, 
or the regular two week schedule, 
reveals the actual equivalent of 
full-time employees. For example, 


the budget might call for 42 staff 
nurses. Although 47 are listed on 
the payroll, these personnel repre- 
sent only 34.3 full-time employees, 
or 7.7 below the authorized total. 

Cost of personnel. Most institutions 
have a monthly statement of oper- 
ations. However, with paydays 
generally occurring once every two 
weeks, the monthly statement is 
not fast or detailed enough to pro- 
vide the sharp instrument neces- 
sary to measure fluctuations in 
each area. The last column pre- 
sents the cost of personnel in each 
section on a payroll basis, provid- 
ing this vital data quickly and 


personnel and payroll analysis: 


a report 
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accurately so as to be useful to 
the supervisor as well as man- 
agement. 

Summary. The personnel and pay- 
roll report is not intended to re- 
place detailed departmental reports 
in each of these areas. It is de- 
signed exclusively for the purpose 
of presenting a summary of the 
significant data of these areas in 
a correlated fashion. The report is 
based on the premise that good 
management requires a compre- 
hensive picture of the total enter- 
prise, and that too frequently it 
does not have this picture because 
of the lack of meaningful integra- 
tion of departmental data. Pro- 
vided it is accurate and prompt, 
this report can be extremely useful 
in this respect for management as 
well as for all supervisors con- 
cerned with personnel. 
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PERSONNEL AND PAYROLL ANALYSIS 


From 9 25. 595 to 10-8-55 


tal 

Holl Acceswon Transter paratrons Un Roll tts Report fed Actual Hours Pad Pud 

Last OF 2nd uled Total Mours Pad 
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Department porth PF PP pr PF PP PF. PP Work At SA) HMowrs | Sched 808 Payroll 
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Accounting 14 13 1040 1007 3? 24 613.2 

9 Personnel 60 60 60 169.2) 
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12 Dietitians 5 4 5 5 400 400 . 406 4 5.1 60) 64 

13 Aides & j ‘ 4 320 33) 0642 90 97 
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| tines & Sewing | ‘| a | Mi) + vis 

29 | \stofl Nurses a 2 | | 2096 | 2609 56 | 27S) | | 349 

35 Operating Room 20 73 1664 TAT 3 Le 9 2049.5) 

3) 

40 Medual Library 80 80 80 

4) Meduine ? 7 160 152 160 205 
42 Surgery 2 160 148 1? 160 26 2/642 
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45 Externs 7 ? 160 166 160 70 9009 

46 
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60 | Research 

106.97 
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an administrator answers 


by GEORGE £. CARTMILL 


In the latter pert of 1955, Michigen Hospital Service, the only 
Hine Cross Plan in Michigan, requested a 23 per cont raise in sub- 
eeriber rates. The state insurance commissioner held several public 
hearings before taking action upon the request for the increase. The 
 imerense wae granted finally in the epring of 1956 and at « level of 
 gpproximately 15 per cent. 
| Meanwhile, at the request of the UAW-CIO as well as Michigan 

Hospital Service, the governor of the state appointed a study commis- 
‘glen te investigate the problem of rising hospital and prepayment costs. 
3 This “governor's commission” held « series of public hearings at 

which prepared statements were presented by interested groups. This 

article is an adaptation of one of several statements presented in behalf 
of the Michigan Hospital Association. 


HE PRIMARY reason for exist- 
of the community hospita! 
is to provide a facility in which all 
of the components of good patient 
care are concentrated to meet the 
needs of members of the commu- 
nity. If an activity produces no 
direct or indirect benefits to the 
patient, there is no excuse for its 
existence in the general hospital. 

The second function of the com- 
munity hospital is education. Tra- 
ditionally hospitals have been 
thrown into the unique position of 
having to produce many of the 
highly educated technical person- 
nel through whom medical services 
must be delivered to the patient. 
It is, therefore, established practice 
for every hospital to undertake to 
greater or less degree an educa- 
tional responsibility. The extent to — 
which a given hospital may be 
engaged in this educational activ- 
ity is dependent upon its size and 
resources, 

Because it is almost impossible 
to perform applied investigation 
and research activities in behalf of 
sick people elsewhere than in con- 
nection with sick people, these - 
activities also have become an in- 
tegral part of the operation of the 
general hospital. 

What makes a hospital so vitally 
important to the community it 
serves? Traditionally it has been a 
“haven of refuge” in time of sick- 
ness. As an institution it can pro- 
vide the creature comforts sorely 
needed in times of adversity, but 
its unique contribution lies in its 
ability to bring the sick patient in 
contact with his personal physician 
and all of the different kinds of 
trained personnel and _ technical 
know-how which he needs to pro- 
vide the best medical care possible. 
It is in this area, I believe, where 
few people, not intimately associ- 
ated with hospitals, understand 
what makes a hospital organiza- 
tion unique. Particularly in com- 
prehension of the place of the 
medical staff in the hospital organ- 
ization does such misunderstanding 
exist. 

Medical care inside or outside 
the hospital is rendered by li- 
censed physicians. They are men 
of formidable educational quali- 


George E. Cartmill is director of Harper 
Hospital, Detroit. 
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fications whose primary aim must 
be the welfare of their patients. 
Their daily fare consists of the 
kind of life and death activity 
which rarely faces the rest of us. 
Working with them is a vitally 
important team of skilled profes- 
sionals, from the nurse at the bed- 
side to the hospital administrator. 
In the final analysis the doctor's 
word is law. He is the one who 
diagnoses, prescribes, operates and 
exercises judgment. Collectively, 
doctors set the tone of medical 
practice and patient care in all 
hospitals. 

Now, what is their relationship 
to the organization of the general 
hospital? With few exceptions 
theirs is a voluntary relationship, 
difficult to deseribe but vital to 
understand. They are not usually 
employees. Collectively they are 
referred to as the “medical staff.” 
This means that each member of 
this staff has “privileges” at the 
hospital. By permission of the gov- 
erning board, medical staff mem- 
bers are allowed to bring patients 
to the hospital and to write orders 
for their treatment. In return for 
this privilege, each medical staff 
member has certain obligations to 
the institution. He must give sery- 
ice in the free clinics, if such exist 
He must teach, upon request, in 
the school of nursing or in other 
educational activities for which the 
hospital is responsible. He must 
agree to live up to certain regula- 
tions, both ethical and professional, 
which have been set as the stand- 
ard for that hospital. For any 
breach of these agreements, his 
privileges may be revoked. 

Most governing boards are com- 
posed predominantly of nonmedi- 
cal persons. The standards for 
medical practice in any hospital 
obviously cannot emanate in whole 
from such a board. For this reason, 
it is traditional for the trustees of 
a hospital to request the medical 
staff to recommend and formulate 
its own standards under the broad 
directive that they shall be stand- 
ards which reflect at least the 
average level of medical know!l- 
edge and practice within the com- 
munity. As medical science pro- 
gresses, the standards in a given 
hospital will tend to become more 
refined and the medicine practiced 
within that hospital will be on a 
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progressively higher level. It is a 
nice problem of definition to 
differentiate between what is cus- 
tom and what is law within a hos- 
pital. Generally, common practice 
or custom precedes the law but at 
some time, long established custom 
tends to be formalized into regu- 
lation. 


BLUE CROSS COST CONTROVERSY 


No one who has followed the 
Blue Cross problem in newspapers 
during the last few weeks can 
have missed the implication that 
somehow doctors and hospitals— 
these are usually lumped into one 
category—-have contrived to put 
the price of necessary medical care 
almost beyond the reach of the 
people both are trying to serve. 
There is a cry for control. By im- 
plication or actual accusation, the 
hospitals who have been looked to 
traditionally as a haven of refuge 
in time of trouble are now accused 
of gross inefficiency. Those of us 
who represent hospitals do not 
accept this view. 

In our opinion, the complexity 
of even a small hospital’s organ- 
ization is not understood by the 
public it serves. A hospital does 
not practice medicine. Doctors do. 
The medicine practiced within a 
hospital is directly dependent upon 
the doctors who are privileged to 
practice within that hospital. The 
general level of medical practice 
within the hospital is set by its 
medical staff. The medical staff is 
a body of professional men who, 
to a great extent, govern them- 
selves. 

The potential danger of a monop- 
olistic tendency in this kind of 
organization is offset by the pres- 
ence of a board of trustees, part of 
whose duty is the constant surveil- 
lance and cooperative supervision 
of the medical practice being con- 
ducted within the hospital. They 
are community leaders who serve 
without compensation and who 
have the dual function of keeping 
the facilities of the hospital up to 
the caliber demanded by. the med- 
ical practice of the hospital and at 
the same time making certain that 
the medical practitioners of the 
hospital are kept in close touch 
with the attitude of the consumer. 
It is a policy of voluntary policing 
developed jointly by these com- 


munity leaders and medical prac- 
titioners. 

Ask any consumer of medical 
care today what grade of medical 
care he wants and the answer will 
be the same—the best! The appen- 
dicitis of a janitor is regarded as 
seriously as the appendicitis of a 
corporation president. It is abhor- 
rent to all segments of society to 
consider that there can be anything 
but one level of medical care. It is 
inconceivable that in any hospital 
the ward patient's medical care 
should be of a different caliber 
from that of the deluxe private 
room patient. All of the standard 
regulations of any hospital staff 
require this one kind of medical 
care. 

Now let us ask some leading 
questions. What would have hap- 
pened in 1945 if, because of eco- 
nomics involved, a doctor had said 
to his patient, “Penicillin will cure 
you, but I can’t prescribe it because 
it will cost you too much"? What 
patient today would settle for an 
operation for a suspected cancer of 
the bowel without a prior com- 
plete x-ray study to verify the 
diagnosis? What doctor or patient 
is satisfied with a diagnosis of 
pneumonia without utilizing the 
additional precaution of an x-ray 
study of the chest? These extra 
studies are actually required in 
most hospitals because they have 
been recognized by patient and 
practitioner alike as good medicine. 


Changes in medical practice oc- 
cur constantly. Who in the com- 
munity would be satisfied with his 
hospital if it and its medical staff 
did not make them available? We 
have no choice. Our only aim must 
be the best; the aim would be 
forced upon us by our consumer 
whether or not we were fore- 
sighted enough to do it by our- 
selves, 

How then can we “control” the 
price of good medical and hospital 
care’? The basic components are 
beyond our control. They are 
gauged to the social demand of the 
consumer as much as that of the 
professional, The standard of med- 
ical care is so integral a part of 
the general higher standard of liv- 
ing experienced by all citizens in 
this country that it cannot be 
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segregated or separated. We have 
graduated from the day when peo- 
pie felt the hospital was the court 
of last resort. They want the hos- 
pital, now, at the beginning of their 
illness. It is no longer a place of 
incarceration or a place to await 
death. It is a health center, People 
enter the hospital with confidence, 
fully expecting to have available 
all of the advances which have 
come so rapidly in the whole field 
of medicine. 

Because of the nonprofit nature 
of hospital operation, the public is 
guaranteed that they will receive 
this service for cost. Under this 
nonprofit theory it is impossible 
for a hospital to accumulate re- 
serves other than the bare mini- 
mum necessary for replacement of 
facilities and equipment, There 
actually are few organizations in 
which the people are so well pro- 
tected against unnecessary costs as 
they are in their community hos- 
pitals. The government does not 
grant tax immunity and nonprofit 
status without establishing effec- 
tive checks. 

Naturally there exists the possi- 
bility for mismanagement and in- 
efficiency but I stoutly affirm that 
there is probably no more mis- 
management or inefficiency in the 
hospitals (in Michigan) than will 
be found in a cross section of the 


industrial or municipal life (of this 
state). 

Unfortunately, there is little au- 
tomation possible in care of the 
sick. We have machines to clean 
needles. We have time schedules 
for certain repetitive procedures. 
We standardize in techniques and 
material wherever such standard- 
ization is possible. We use machine 
accounting. We purchase in quan- 
tity to take advantage of discounts. 
It is difficult, however, to prescribe 
the hours at which babies shall be 
born; the times at which people 
have heart attacks; the hours at 
which a child may become sick; 
or the day upon which an automo- 
bile accident shall occur. No matter 
when these things happen, hospi- 
tals are expected to be fully staffed, 
ready to care for those in need 
without delay. This results in what 
we call unavoidable inefficiency. 
Expensive equipment and people 
have to stand by. Hospitals cannot 
close on either the days or the 
shifts when it is inconvenient or 
unprofitable to stay open. The 
doors of my own hospital have 
never been closed since its first pa- 
tient was admitted in 1863. 

I have tried to point out that the 
community hospital is actually a 
development of the community it- 
self. It is a nonprofit venture which 
exists only because it is necessary 


a deeply rooted tradition 


One of the true strengths of our system of medical care 
is the solidly embedded tradition that the practitioners of 
the medical arts submit their work to the critical analysis 


of their colleagues. 


The standardization and accreditation programs and the 
tissue committees are recent manifestations of this tradition. 
How deeply rooted is this professional quality is shown 
by a quotation from Thomas Bond, one of the founders 
of the Pennsylvania Hospital. In 1766, he published these 


words: 


“, . » if the Disease baffles the power of Art and the 
Patient falls a Sacrifice to it, he (the physician) then brings 
his Knowledge to the Test, and fixes Honour or discredit 
on his Reputation by exposing all the Morbid parts to 
View, and Demonstrates by what means it produced Death, 
and if perchance he finds something unexpected, which 
Betrays an Error in Judgment, he like a great and good 
man immediately acknowledges the mistake, and, for the 


benefit of survivors, points out other methods by which 
it might have been more happily treated.” 


to the welfare of the community. 
It does not practice medicine, but 
through the organization of its 
medical staff the community is 
guaranteed a level—a standard— 
of medicine which is a reflection 
of what the community feels it 
should have. Inevitably, this serv- 
ice will cost money. There are no 
reserves to cushion the shock of 
either newer and more expensive 
medical treatments or necessary 
changes in salary and hours of the 
personnel delivering that service. 
So long as the community demands 
the best in medical service, it must 
be willing to support this service. 

More than 50 per cent of all of 
the users of this service are paying 
for it through the mechanism of 
Blue Cross. Blue Cross has the 
same nonprofit aspect as its mem- 
ber hospitals. If the necessary costs 
increase, the Blue Cross rate must 
increase. 


COSTS REFLECT COMMUNITY'S DESIRE 

Blue Cross costs are but a reflec- 
tion of hospital costs. Hospital 
costs, I am firmly convinced, are 
but a reflection of the community’s 
desire for the best in medical care. 
Hospitals exist to serve. It is in- 
conceivable that they should be 
put in a position where they are 
expected to regiment the needs 
and desires of the sick. The hospi- 
tal, finally, can be but a reflection 
of the collective desires of its com- 
munity. The community hospital is 
truly a remarkable institution, but 
it is not a police agent. It will 
serve to the very limit of its ca- 
pacity the needs of its community. 
If in the process of that service 
days of care are utilized which 
might conceivably not have been 
necessary, should its patients be 
told they may no longer stay? I 
think not. 

Hospitals are affected by the 
same social pressures of employ- 
ment conditions that exist in all 
organized endeavors. In addition 
to the known factors of higher 
salaries and higher prices for nec- 
essary supplies, we have had super- 
imposed upon us a truly phenom- 
enal rate of progress in scientific 
development. These two broad 
areas have combined to raise the 
cost per day of hospitalization. We 
know of no way to prevent this 
and still keep faith with our parent 
communities. . 
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TOP: A specially designed 

wrought iren and clear plastic 

shelf solves the problem 

of providing a suitable 

place for patient's flowers. 

CENTER: Flexibility of this 
consolidated clean utility area 
adjacent to nurses’ station eliminates 
necessity for special purpose 

room for handling flowers, special 
diets and dishwashing. 

BOTTOM: If the administrator 
carefully reviews every detail as 
early as possible in the 

project, there should be no surprises 
as the building takes shape. 


lessons from a building project 


by ROBERT A. ANDERSON 


IKE ZENO’S arrow, which theo- 
L retically could never reach 
its mark, no building can ever at- 
tain the mark of absolute perfec- 
tion. Compromise is an inherent 
part of architecture. Familiar ex- 
amples are the compromise be- 
tween available materials and 
available funds, the compromise 
between present and future con- 
cepts, and the compromise between 
alternate plans, in which the ad- 
vantages of one must be chosen 
and those of the other sacrificed. 

Nevertheless, there remains a 
vast difference between a building 
that for all practical purposes is 
efficient and attractive and one 
riddled with avoidable flaws. To 
make the most of this potential, 
the hospital administration must 
work in full partnership with the 
architect in every step and every 
detail of the planning. This par- 
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ticipation must be energetic, 
thoughtful and systematic. Al- 
though judgment must inevitably 
err at times, there is no room for 
errors or shortcomings in the new 
structure that are chargeable solely 
to default. Hospital boards and 
administrators who are indifferent 
to details and who sit back with 
confidence that the architect will 
pull their dream hospital out of a 
hat later find that they have com- 
promised one of the finest oppor- 
tunities ever to come their way. 


Looking back across a period of 
more than two years since the 
completion of a two-million-dollar 
project that encompassed a com- 
plete 117-bed hospital, health de- 
partment and school of nursing, 
it is possible to sift the total ex- 
perience and distinguish those ad- 
ministrative processes which were 
most important. The generally suc- 
cessful outcome, along with the 
imperfections that have come to 


light, tend to exemplify the value 
of these principles. 
Pian democratically. Let everyone 
have his say. Obtain from de- 


partment heads detailed, basic 
data on the procedures and physi- 
cal requirements of their depart- 
ments. Analyze each activity care- 
fully, work out the best solution 
you can, then invite the criticism 
of heads and employees of depart- 
ments, doctors, patients and local 
experts. All suggestions must be 
weighed judiciously, with due al- 
lowance for the bias of tradition 
and habit. In addition to the posi- 
tive contributions obtained, this 
method wins acceptance of the 
many innovations that every per- 
son will find in the new structure. 
From all points of view, it is highly 
undesirable to plan behind closed 
doors, then present the staff and 
employees with a fait accompli. 
Hire any talent you don't have. Use 
of freely available advice and 
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information together with indefat- 
igable attention to details, wil! 
solve countless planning problems. 
However, talent not otherwise 
available should be employed by 
the hospital board, and consultants 
obtained should function at the 
direction of the administrator. 
Consideration should, of course, be 
given to a hospital consultant. 
Decorating and landscaping should 
not be entrusted to amateurs, un- 
less they are fully equivalent to 
professionals in qualifications, as 
occasionally happens. If a technical 
problem arises that your architect 
cannot handle to your complete 
satisfaction, go to the right man 
and pay his fee. In meeting specific 
needs, benefits derived from the 
services of a properly selected 
consultant are usually far out of 
proportion to the cost. 

investigate. Materials, equipment 

and methods are never static 
but are constantly evolving, Almost 
day by day, there are new ideas in 
the field and new products on the 
market, Get up-to-date information 
directly from manufacturers and 
study their claims carefully. Can- 
vass users to determine whether 
claims are well founded. Corre- 
spond with other hospitals to learn 
their methods, Visit as many hos- 
pitals as possible—each trip by 
the administrator, members of his 
staff, the building committee or 
doctors will prove rewarding. 

The administrator provides the 
initiative for these investigations. 
He must take a lively interest in 
the specifications proposed by the 
architect, with the realization that 
the latter is obliged, by the sheer 
volume of details with which he is 
faced, to standardize on many ma- 
terials and fixtures which have 
been satisfactory in the past. Spec- 
ifications may therefore repeat 
themselves in successive projects 
unless a special preference is 
shown by the new client. Hospital 
equipment, particularly of an op- 
tional, labor-saving variety, de- 
serves cautious study with special 
reference to the size of hospital. 
There are few new buildings that 
do not shelter a white elephant 
or two. 

Promote flexibility. A building, 

like a suit, can fit too snugly. 
There must be a certain amount 
of roominess and flexibility to 
accommodate, insofar as possible, 
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changes in procedure as well as 
growth. Every wall needs some 
justification besides tradition: Is 
a dish “room” necessary? How 
about a special diet “room” or a 
flower “room”? Laboratory or 
clinic space often is excessively 
subdivided with permanent parti- 
tions which tend to “bind” before 
long. 

Flexibility is heightened if a 
number of private rooms are de- 
signed to accommodate two beds. 
Isolation units in smaller hospitals 
are inflexible and unnecessary. If 
surgery, obstetrics and central 
supply are all generously provided 
with sterilizers, there is latitude 
for changes in the volume and allo- 
cation of the work, and for break- 
downs. 

Planners should also sean the 
horizon for new trends and scien- 
tific developments. Broader visit- 
ing privileges in pediatrics depart- 
ments call for added space. Even 
small hospitals must have some 
idea where they will store radio- 
active materials: they will surely 
be using in time. 

Experiment. Make your hospital 
*” a laboratory for the testing of 
materials, layouts and methods. A 
pilot model of the proposed patient 
room should be created in com- 
plete detail as to size, finishes, fix- 
tures and all contents, and should 
then be used by patients and fol- 
lowed closely. Other rooms and 
areas can be studied by means of 
scale sketches and cutouts repre- 
senting fixed and movable equip- 
ment, 

In this way an operating room, 
a central supply service or a dish 
room can be tried out in miniature 
——guesswork is not enough. Test 
under working conditions such 
products as paints, drapes, chairs, 
water pitchers, paper towel cab- 
inets, flooring and linen carts—the 
longer the list, the greater the 
benefits derived. Decorating 
schemes deserve full-scale study. 
Experimentation should begin as 
early as possible in the building 
program, in order to permit the 
formulation of reliable conclusions 
and the exploration of alternative 
means whenever indicated. 

6 Keep Maintenance in mind. How 

will it clean? How will it stand 
abuse’? The housekeeper should be 
asked to evaluate every proposed 
surface material from this point 


of view. A rugged, easily cleaned 
wainscoting is needed in virtually 
every public or patient area. Al! 
corners dre vulnerable and de- 
mand built-in’ protection. The 
denting characteristics of soft floors 
and the easy smudging of dark 
floors should be recognized. Re- 
movable cushions with slip-on 
covers, or a plasticized type of 
upholstery, will help to maintain 
furniture. In similar vein, the chief 
engineer must critically evaluate 
all fixtures and machinery. 

His foresight should take into 
account such factors as standard 
base motors, spare fuel pumps and 
other boiler accessories, proper 
drainage under darkroom tanks, 
instrument washers, circulating 
pumps and similar equipment; 
auxiliary stops on plumbing fix- 
tures; and all other features which 
will avoid trouble or minimize its 
crippling effects. 

Scrutinize biveprints and specifica- 

tions. The administrator must 
carefully review every detail as 
early as possible in the project. 
There should be no surprises as 
the building takes shape. Nothing 
is there by chance, and nothing 
can be taken for granted. He must 
be familiar with every material, 
every partition, the workings of 
every electrical system and the lo- 
cation of all outlets; every heating 
or plumbing fixture; every door 
and its lock or latch; every oxygen 
outlet, and every one of a thou- 
sand other details. 

He should know exactly what 
the emergency power plant will 
do, how the fire alarm system is 
expected to work, and how the 
elevators will respond to any com- 
bination of calls. 

Since many features are plotted 
by draftsmen working under gen- 
eral instructions from the architect, 
a review by a hospital person is 
essential. What seem to be minutiae 
in the blueprints can assume large 
and annoying proportions in the 
working situation following occu- 
pancy. When even minor deficien- 
cies are found, they should not be 
allowed to stand out of an exag- 
gerated reluctance to write change 
orders. The magnitude of a build- 
ing project should create no sense 
of defeatism in bringing about a 
satisfactory result. Most of the 
“bugs” can be eliminated by taking 
thought. 
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printed information are 


SETTING up exhibits and preparing 


parts of a well-rounded “PR"’ program. 


a public relations director needs to know 


A PATIENT LEAPS from a window 
in an attempted suicide; a 
vicious rumor starts around the 
community that your charges are 
excessive; someone wants to make 
a donation to the hospital—in the 
past such incidents usually have 
been handled by the administrator. 
To help the administrator deal 
with these and similar situations, 
a public relations director is being 
added to the staffs of an increasing 
number of hospitals. 

Suppose you have made the de- 
cision to hire a public relations 
director. The board is convinced, 
the salary is budgeted—-you may 
even have a man in mind. What 
does he need to know? 

Many of the things that are a 
part of his professional equipment 
will be basic in your selection 
the ability to prepare a news story, 
to plan and produce hospital pub- 
lications, and to have, in general. 
the technical ability to carry out 
his job. 

But over and beyond this, what 


Tom R. Gilliam is director of public 
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from a paper presented at an AHA insti- 
tute on public relations. 
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by TOM R. GILLIAM 


must he know’? Hospital policies? 
Hospital needs? Yes, all of these, 
but first he must know the basic 
goal of the hospital, so he can tailor 
the needs of his department to that 
goal. 

He must chart a goal for his 
department, and present a work- 
able plan with general and specific 
objectives to attain that goal. 

He must decide what groups the 
program wants to reach and the 
best way to reach them. He must 
know who the hospital’s publics 
are. Above all, he must want to 
be a public relations director and 
have a sympathy for people and 
for their sufferiny. 

He and his administrator must 
view his program eye to eye. He 
must be loyal to the administrator 
and his organization. 

He must be well-grounded in 
the proper attitudes and actions 
which must be present on the part 
of hospital personne! before good 
public relations can exist. 

He should not overlook any op- 
portunity to tell effectively the 
hospital’s story. The public rela- 
tions director should know key 
personnel of the newspapers, radio 


stations, TV stations and industrial 
publications. These will be the 
people who can help the most in 
getting the hospital story to the 
greatest number of people. 

He must know that you can trust 
newsmen. (If you have a story that 
puts you in a bad light, don’t try 
to suppress it. If the previous con- 
tacts with the press or other public 
media have been on a basis of trust 
and understanding, you can-count 
on them to understand your prob- 
lems later.) 

The director of public relations 
should know what equipment the 
hospital needs, probable costs of 
various pieces of equipment, and 
what recognition he can get for 
local groups who donate funds or 
equipment to the hospital. 

In his work of earning, in order, 
understanding, acceptance and sup- 
port, he must be familiar with all 
the various facets of hospital func- 
tioning—-the personalities and fric- 
tions, the strengths and weaknesses 
of the hospital. 

He must know the legal and 
moral restrictions on medical rec- 
ords: the ethics of medical care: 
the admitting policies; the credit 
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rules; the purchasing procedure; 
the eccentricities of the medical 
staff; the theories of the board; 
the problems of nursing and the 
many other complex functionings 
of a hospital. 

He should have a program which 
is a conscientious, sincere, directed 
endeavor to create and strengthen 
contacts which contribute to the 
development of mutual under- 
standing, good will and respect 
between the hospital and the pub- 
lic. It should be in both theory and 
fact a real service to the public. 

The fact that a hospital is doing 
an outstanding job with superior 
performance by employees, is not 
enough, He must have a program 
to direct public attention toward 
the hospital’s outstanding service 
to the community. Favorable pub- 
lic opinion rarely develops of its 
own accord, 

He must have the background 
to utilize tools and techniques of 
public relations to carry out his 
program, including slide lectures, 
guided tours and other educational 
and informational programs so that 
both the public and hospital per- 
sonnel are educated, 


PUBLIC RELATIONS 1S PERFORMANCE 


One of the concepts upon which 
sound public relations is built is 
that public relations is perform- 
ance. The administrator of the hos- 
pital may call upon the public 
relations director to help guide the 
hospital's personnel to good public 
relations practices—-which is doing 
things people like, not just saying 
things people like—being a good 
citizen, not just talking like one— 
and earning public esteem. 

He must know that sound public 
relations techniques are primarily 
a means of reflecting to the out- 
side the good performance that is 
on the inside. He must also know 
that good employee relations is a 
prerequisite of, and indispensable 
to, good public relations. 

Surely the public relations di- 
rector must know and accept with 
humility the fact that deeply held 
viewpoints, particularly among 
adults, are changed with great dif- 
ficulty. Beliefs, opinions and atti- 
tudes are among the toughest of 
human fabrications. But we know 
that if we push and pull and bend 
and twist and flex systematically 
and repetitively, we can anticipate 
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a revision of viewpoints—provided 
the attack is pinpointed to a mul- 
titude of relatively small special 
interest groups. 


He certainly should know how 
to measure his results. Factors 
which may indicate the effective- 
ness of the program are the degree 
of public acceptance, rate of occu- 
pancy, degree or lack of a summer 
slump, backlog of applications for 
employment and contributions. 

He must know how to stop ru- 
mors; how to attract volunteer 
workers; how to determine and 
evaluate patient opinions. He must 
be able to cooperate with the other 
hospitals in his area and realize 
that what hurts one hospital hurts 
all hospitals, while what helps one 
hospital, helps all hospitals. He 
must constantly cooperate and co- 
ordinate with the medical society 
in his area, particularly in matters 
of public information which in- 
volve the medical] profession. 

Finally, the public relations di- 
rector must have imagination. He 
must have the ability to plan a 
bold constructive program which 
is flexible enough so as minor crises 
arise, they can be integrated and 
handled with ease. 

With a goal of providing the best 
possible patient care at the lowest 
possible cost, four general objec- 
tives of the public relations de- 
partment should be to: 

1. Develop community aware- 
ness of the hospital’s facilities. 

2. Present a continuous educa- 
tional program to encourage the 
donation of money and equipment, 
particularly from organizations, so 
that the level of advanced equip- 
ment at the hospital will continue 
high, permitting the medical staff 
to have available the latest devel- 
opments in the health field. 

3. Cooperate with other hospitals 
of the area and with the local med- 
ical society in a program to for- 
ward the area as a health center 
with the high level of talent and 
equipment available to all the peo- 
ple of that area for the constant 
battle against illness and disease. 

4. Aid in the development of 
favorable understanding, accept- 
ance and support so that it will 
be relatively easy for the hospital 
to expand when necessary. All 
over the country there is a rapid 


growth of metropolitan areas. In- 
dications are that there will be 
continuing corresponding increases 
in the need for health facilities. 
It is reasonable to expect a tre- 
mendous increase in per capita use 
of such facilities. The hospital must 
of necessity be a dynamic organi- 
zation which will grow with the 
community. 

Specific objectives might be: 

1. Encourage good relations with 
civic and fraternal groups and 
trade organizations in the city, as 
well as such groups in outlying 
areas, that do or can contribute 
gifts in the form of money, equip- 
ment or both. 

2. Assist in laying the ground- 
work for continuous giving to 
equipment funds, nonoperat- 
ing income funds, endowment 
funds and scholarship funds. 

3. Provide a continuous cam- 
paign to encourage young women 
to take an active interest in nurs- 
ing and to apply to the school of 
nursing for training. A goal would 
be three times as many applicants 
as there are’ vacancies. | 

4. Carry out the periodic func- 
tions of the department, such as 
publication of monthly communi- 
cations to continue the educational . 
and information plan. 

5. Counsel and assist in public 
relations problems with all depart- 
ments as requested. 

6. Pay constant attention to ru- 
mors about the hospital and plan 
a continuing education program to 
correct such stories. 

7. Use all possible educational 
means to further the desire of the 
people of the area to utilize the 
facilities of the hospital when 
needed. 

8. Place particular emphasis on 
educating the public concerning 
specific facilities which may need 
to be stressed. 

Here is an outline of certain 
functions of public relations during 
the year which might be used as 
a guide: 

1. Work with personnel in sched- 
uling weekly orientation periods 
for new employees and volunteers 
to stress their part in the continu- 
ation of good public relations. 

2. Conduct public relations dis- 
cussions with employees, students 
and volunteers as requested by 
department heads. 

(Continued on page 93) 
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hospitals should share 


HE ROLE OF the health educator, 

whether he be a physician, 
nurse, teacher, or other worker 
is to arouse interest, develop un- 
derstanding and interpret facts to 
people in such a way that they 
will be influenced by them. 

To accomplish this goal, the 
health educator must have a broad 
and deep understanding of people, 
their needs, their traditions, be- 
liefs and values. He must also have 
the technical skills to effectively 
realize his objectives. 

More and more, the hospital is 
becoming responsible for a con- 
tinuing flow of health services in 
the community. In fulfilling its role 
as a health education center, the 
hospital should share in a united 
effort with all community agencies 
——-the home, church, school and in- 
dustry. 

In the hospital, the patient has 
contact with many health workers 
including doctors, nurses, nutri- 
tionists, social workers and other 
specialists. In this partnership of 
individuals, the nurse plays an im- 
portant role as health educator— 
whether at the patient’s bedside, 
in the clinic or in the home. The 


Dorothy A. Vernstrom, R.N. is director, 
school of nursing, nursing service, Peter 
Bent Brigham Hospital, Boston. 
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the role of health educator 


by DOROTHY A. VERNSTROM, &.N. 


nurse’s continuing contact with the 
patient affords her the opportunity 
to use her knowledge and skill to 
interpret and integrate the teach- 
ing the patient receives from many 
specialized sources. Thus she sup- 
ports the work of all the others 
on the health team. 


The director of a nursing service 
has the dual responsibility of both 
teaching the student and planning 
the clinical experience she will 
have within the hospital. In addi- 
tion, she has the greater responsi- 
bility of coordinating the various 
services and resources within the 
institution, as well as those in the 
community, into an effective pro- 
gram. Since she is not a specialist 
in health education, her task is 
to seek guidance from the full time 
health educator and specialist. 

The director of nurses must plan 
for and provide qualified person- 
nel who have the proper attitudes 
and interest for good teaching. She 
must see that the quality of patient 
care is the highest obtainable and 
that the patient receives good in- 
struction in preventing recurrence 
of his disease. This care and con- 
sideration reaches beyond the hos- 
pital into the home and communi- 


ty; it should be a united effort. 

What are the resources in the 
the hospital on which the director 
of nursing may draw? If she is 
also director of the school of nurs- 
ing, she has close contact with the 
school and the resources of the 
faculty group. There may be a 
health instructor on the faculty 
who is a specialist and can assist 
in planning and implementing the 
program. However, she needs an 
assistant in the nursing service 
who is responsible for nursing care 
of the patient to assist her in ex- 
ecuting the health program so that 
it serves the individual patient's 
needs. Although the hospital health 
team may not be a closely-organ- 
ized group, all hospitals have the 
components of a health team with 
the doctor as its head. Belonging 
to this team are the specialists— 
social workers, nutritionists, public 
relations personnel, technicians and 
hospital chaplains. The hospital 
and school libraries offer a ready 
resource for material. 

What are the resources in the 
community on which the director 
of nursing may draw” In the com- 
munity there are various agencies, 
state and local, which are valuable 
in providing consultation services, 
materials and general assistance. 
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The director of nursing should have 
knowledge of the over-all health 
program in the community so that 
she is aware of the resources as 
well as the problems. She should 
have recourse to the local health 


educators for consultation and 


media. 
AREAS TO BE STUDIED 


Here are some of the areas that 
could be studied to improve in- 
struction of. nurses: 

1, Grouping of patients, Patients’ 
attitudes toward their disease are 
often influenced by those around 
them. This principle has been 
demonstrated in heart cases where 
placing those facing an operation 
in a room with post-operative car- 
diac patients has been shown to 
support morale. 

2. Helping the patient understand 
various diagnostic procedures. The 
nurse has a very important role 
in teaching and helping patients 
understand the reasons for proce- 
dures such as x-ray, laboratory 
tests, metabolism tests, etc. 

3. Helping the patient adjust to 
the hospital. The nurse has a very 
definite responsibility in helping 
the patient orient himself to the 
hospital, ward, doctor and other 
patients. 


4. Helping the patient integrate 
the information he has received. 
The nurse has an important task 
in discharging the patient, in facil- 
itating his transfer to some other 
agency and in personalizing the 
information he has received for 
his individual understanding and 
use. 

5. Teaching nonprofessiona! 
workers. The nurse has an im- 
portant role in teaching nonpro- 
fessional workers the importance 
of every type of contact with the 
patient. 

6. Listening to patients. The 
nurse has an important function 
in learning to listen to the patient 
to discover his interest in his dis- 
ease and in his own problems. 


QUESTIONS TO BE CONSIDERED 


Here are some questions that 
should be considered in the devel- 
opment of a health education pro- 
gram, 

1. Who decides what the nurse 
shall teach? 

2. How can the nurse assist the 
surgical team in the important 
psychological determinants of the 
patient’s emotional reactions which 
involve his behavior and his clini- 
cal course”? 

3. How can the nurse help the 


I am a believer in signs—not just the kind which say: 
“Do This” or “Don't Do That” or “This Way Out”. I 
believe more in those signs of loyalty and job satisfaction 
on the faces and in the actions of those who do a hospital's 
work, and in the evidence of mutual good will and co- 
operation between the various departments of the organ- 
ization, which augur well for its success. 

To maintain such evidence in these difficult times is a 
king size job, but success in your efforts to embellish your 
hospital with “signs” like these will abort many distressing 
problems otherwise certain to develop. 

~~F. Stanley Howe, Orange, N. J. 
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surgical team alleviate some of the 
emotional difficulties experienced 
by patients? 

4. What can the nurse do to 
strengthen and support the work 
of the psychiatrist in the care of 
the medical and surgical patient’ 

5. What can the nurse do to 
study the reactions of the elderly 
patient in relation to his therapy 
and care in the hospital? 

6. How can the nurse best use 
the agencies in the community to 
facilitate the patient’s transfer 
from the hospital to his home or 
another agency’ 

7. What can the nurse teach the 
family and visitors which will help 
them aid and give support to the 
patient” 

8. How can the nurse assist and 
support the social worker in inter- 
preting to the patient the most 
recent services available in the 
social welfare field? 

9. How can the nurse interpret 
the work of the nutritionist, phar- 
macist, and other specialists and 
lend them support in aiding the 
patient? 

The outpatient department is an 
excellent resource for the inter- 
pretation of the hospital as a 
health center in the community. 
Current research is providing ad- 
ditional understanding about pa- 
tients’ needs. 


NURSING INSERVICE PROGRAM HELPS 


A good inservice program in 
nursing can make a great contri- 
bution to the hospital and here the 
director of nursing can set the 
stage for a sound program. Such 
a program would affect all workers, 
medical students, medical staff as 
well as the patient and the com- 
munity. There should be a closer 
relationship and understanding be- 
tween the various units in the 
neighborhood. The resources and 
guidance available at schools of 
public health in nearby neighbor- 
hoods can be.of help in conducting 
studies and in planning. The hos- 
pital, on the other hand, can be a 
fine practice field for such a study 
and research program. The school] 
has the tools and techniques and 
can provide the specialists who 
can contribute not only to the hos- 
pital program, but to the com- 
munity and to visitors from all 
over the world who come for this 
type of observation. bal 
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ARMSTRONG X-P 


(Explosion-Proof) 


Baby Incubator 


EXPLOSION-PROOF | 


for use in the 
DELIVERY ROOM 


EXPLOSION-PROOF 


for use wherever 
inflammable anesthetic 
gases are used 


EXPLOSION-PROOF 


for use in the 


OPERATING ROOM 


SAFE 


for aseptic transporting of 

infants room The Armstrong X-P (Explosion-proof) 
incubator is the FIRST explosion- proof 
baby incubator ever built and the FIRST to 
be tested and approved by Underwriters’ 
Laboratories. X-P incubators may now be 
equipped with our 40% Oxygen Limiting 
Valve (which locks at either 40% or 
100%) as accessory equipment at low cost. 


Write, wire, or phone for complete details. 


THE GORDON ARMSTRONG CO., Inc. 


508 BULKLEY BLDOG., CLEVELAND 15, OHIO, U.S.A. 
Cleveland Telephone — CHerry 1-8345 
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URING THE PAST few years there 
has been a marked trend 


toward mergers and integration in 
our industrial economy. Small firms 
are joining forces to secure the 
advantages of larger-scale enter- 
prise and other firms are merging 
in order to have a better balanced 
line of products or services. It is 
interesting to compare the current 
developments in the hospital field 
with this trend of industry. If 
hospitals were paralleling industry 
we would have a picture of small 
hospitals becoming larger and gen- 
eral hospitals becoming more gen- 
eral, 

As yet, there is no strong tend- 
ency toward larger sized hospitals 
in this country. The average size 
for all general hospitals of the 
nation has been about 106 beds 
for several years. While many of 
the same forces which are influ- 
encing the growth of large scale 
enterprise in industry are also im- 
portant to the hospital, their influ- 
ence is secondary to the need and 
desire of the public to have hospi- 
tal facilities located fairly adjacent. 

The requirement for adjacency 
means, of course, a compromise 
with efficiency of use of the facili- 
ties. Heretofore the compromise 
has been largely in favor of ad- 
jacency but it may well be that 
in the future the choice will be 
more in favor of size. It seems 
inevitable that medical and hospi- 
tal care will become increasingly 


complex and thus require increas- | 


ingly specialized equipment and 
personnel, The need for sufficient 
balance of use of such specialized 
equipment to keep costs at a mini- 
mum will doubtless influence the 
size and location of hospitals in 
the future. 

Some tendency toward larger 
sized hospitals has been widened 
in our larger cities in the last few 
years, Quite a number of mergers 
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your resident reports 


have occurred and also some of 
the smaller hospitals have closed. 
This pattern of larger sized hos- 
pitals in our larger towns and cities 
is not statistically apparent in the 
national averages because of the 
many new hospitals that have been 
constructed in our smaller com- 
munities since the advent of Hill- 
Burton in 1946. 

A recent statement by Dr. John 
W. Cronin, chief of the division 
of hospital and medical facilities 
of the Public Health Service, 
points out that 600 communities 
now have hospitals where none 
existed previously and that nearly 
800 hospitals have been con- 
structed in towns of less than 5,000 
population. Those responsible for 
the original planning of Hill-Bur- 
ton realized that the problem of 
adjacency versus size would arise 
and for this reason developed the 
concept of regional planning. 

This concept in large part an- 
swers the problem of optimum 
utilization of specialized equipment 
and personnel by defining service 
areas for variously equipped and 
staffed hospitals. This concept is 
strongly endorsed by the American 
Hospital Association as an essential 
element of the Hill-Burton con- 
struction program. The extent to 
which regional division of hospital 
services is actually being practiced 
is one of the items that will be 
examined in the research study on 
Hill-Burton operations which the 
Association is now doing. 

One feature on which hospitals 
can be compared with current de- 
velopments in industry is in the 
matter of integration and diversifi- 
cation. General hospitals become 
more general each year. Both the 
number of specialized short term 
hospitals and the number of such 
beds show a gradual decrease an- 
nually. The forces behind this de- 
velopment are again partly those 


of expensive equipment and per- 
sonnel. Important medical devel- 
opments are also having an effect. 
It now looks as if our generation 
will see the end of the construction 
of tuberculosis hospitals. As the 
disease is brought further under 
control and some of the large 
tuberculosis hospitals close, it will 
be necessary that the general hos- 
pitals take over the remnants of 
this problem. 

Present predictions are that we 
will have a fairly sizable tuber- 
culosis load in our general hospi- 
tals for many years. The develop- 
ments as regards tuberculosis are 
following the same pattern as 
set earlier for contagious diseases. 
Only a few contagious disease hos- 
pitals are left in the United States 
and one is hard put to justify the 
continued existence of those. Our 
general hospitals have proven their 
effectiveness in providing care for 
contagious cases without jeopardy 
to other patients. 

George Bugbee’s excellent arti- 
cle in the May | issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION, on the subject of 
population changes and hospital 
care carries several important im- 
plications for hospital planners. 
One of his points has to do with 
the accumulative effect of good 
medical care on the demands for 
such care and gives us at least one 
explanation for the continuing in- 
crease in utilization of medical 
facilities. He sums the point up as 
follows: “Medical care is so much 
more effective than in the past, 
that the public demands more 
health services and makes more 
frequent use of them in keeping 
well.” 


American Hospital Association 


HOSPITALS, J.A.H.A. 


All-Killing 
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Sterilization 


New Dry Heat method uses 
radiation and contact to 
save all delicate edges 
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CASTLE NO. 4 RADIANT ENERGY STERILIZER 


Will automatically process cutting instruments for 9 surgical cases simul- 
taneously . . . insures additional supply for emergency requirements. 


| Safeguards technique — guarantees correct factors of temperature and 
time beyond all question or doubt. 


2 Safeguards against rust and corrosion — which may result when sharp 
instruments are sterilized by moist heat, 


3 Safeguards against sediment — which accumulates in irregular surfaces, 
joints, and needle lumens when certain chemicals and detergents are used. 


CASTLE’S THERMALOCK CONTROL SYSTEM electromatically controls each 
successive phase of the sterilizing cycle .. . automatically recycles if time- 
temperature exposure period is interrupted . . . impounds load until cycle 
is completed. 


WILMOT CASTLE CO. 


1702 E. Henrietta Rd., Rochester, New York 
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how do you 


measure 


needle length? 


YPODERMIC needle manufac- 

_turers are marking the gauge 
on the hub of all standard needles. 
However, the needle length has to 
be determined by measuring with 
a ruler or guessing. This is time 
consuming and where accuracy is 
necessary, guessing will not do. 


Milton W. Skolaut is chief, appr f 
department, and Joseph N. Salvino is chie 
sterile supply service, The Clinical Center, 
National Institutes of Health, Public 
Health Service, Bethesda, Md. 

Abstracted from The Bulletin of the 
American Society of Hospital Pharmacists, 
July-August issue 1055 


re 


THE CLINICAL CENTER PHARMA 


by MILTON W. SKOLAUT and JOSEPH N. SALVINO 


To meet this need a simple de- 
vice for measuring needle length 
has been produced as shown in the 
accompanying chart. The instru- 
ment may be fabricated as in the 
photograph, or reversed to show 
the length from right to left; 
whichever is most convenient for 
the user. 

By using such a device, an in- 
dividual may measure accurately 
more needles per hour, with less 
fatigue. 


NOTES AND 


COMMENT 


College of radiology 
approves x-ray surveys 


The Board of Chancellors of the 
American College of Radiology 
have unanimously approved chest 
x-ray surveys for the detection of 
communicable pulmonary diseases. 
At their annual fall meeting, the 
College noted that such surveys 
are in the public interest and rec- 
ommended that they be conducted 
as part of a program to control 
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and eliminate pulmonary tubercu- 
losis. 

Semi-annual chest x-rays of 
persons over 45 years of age were 
advocated by the College for con- 
trol of lung cancer. The College 
did not recommend x-ray surveys 
as a primary method for the de- 
tection of cardiac disorders. It did 
recommend, however, the policy 
of reporting cardiovascular abnor- 
malities of presumed clinical sig- 
nificance, when they are detected 


in survey films made for pulmo- 
nary disease. . 


Liberalize visiting policy 
for hospitalized children 


Liberal visiting policies for chil- 
dren in hospitals are based on 
greater acceptance of the parent as 
a key figure in the child’s physical 
and emotional well-being, accord- 
ing to a study made by the Citi- 
zens’ Committee on Children of 
New York City, Inc. 

As reported in the June 1955 
issue of The Journal of Pediatrics, 
the committee found fairly gen- 
eral agreement on certain ob- 
stacles which had to be overcome 
before more flexible visiting 
schedules could be_ established. 
With few exceptions, hospital per- 
sonnel were pleased with more 
liberal visiting privileges for par- 
ents. 

Some of the common problems 
encountered in the visiting situa- 
tion and generally alleviated with 
broader visiting policies included: 

1. Inadequacies in the physical 
plant—-under less strain if visitors 
come and go over a period of hours 
rather than all in a single period. 

2. The threat of cross infection 
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in the hospital, diuresis can't be a “sometime thing’ 


For the hospitalized cardiac, the diuretic 
you employ must work the first time or 
there may not be another time. This is 
why more hospitals use MERCUHYDRIN 
to insure initial adequate diuresis. Con- 
sistently the standard by which all other 
diuretics are judged, MERCUHYDRIN can 
be depended upon to meet the patient’s 
needs in overcoming the effects of fluid 
retention in acute congestive failure. 


for initial control of severe failure 


MERCUHYDRIN’ 


SODIUM 
(BRAND OF MERALLURIDE INJECTION) 
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And once the patient is over the acute 
phase, both he and your nursing staff will 
appreciate the convenience and effective- 
ness afforded by oral NEOHYDRIN. This 
“full-time” oral organomercurial diuretic 
has proved its value in replacement of 
injections in all degrees of heart failure. 


for sustained oral diuresis 
TABLET 


NEOHYDRIN’ 


(BRAND OF CHLORMERODRIN) 
(18-9 MG. OF CHL PROPYL UREA 
© MG. OF HONM-IONIC MERCURY im EACH TABLET) 


LAKESIDE 
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~~—greatly lessened by the availa- 
bility of antibiotics and now con- 
sidered minimal. 


3. Parental abuse of visiting 
privileges—found not to increase 
with more flexible visiting regula- 
tions. In general, parents were re- 
ported to be adaptable and co- 
operative, 


4. Shortage of personnel-——found 
to be alleviated rather than 
strained by more flexible visiting 
hours, Parents coming and going 
freely created no peak period and 
no artificially stimulated anxiety. 
Frequently parents freed nursing 
personnel of routine tasks. 

Responsibilities of the teaching 
hospital were reported not hamp- 
ered by the liberal visiting. Even 
when parents were allowed to re- 
main during the teaching rounds, 
they were found to help rather 
than hinder, 

Within hospitals experimenting 
with new visiting procedures, the 
question arose of length of visiting 
hours and their distribution, In 
general, frequent but shorter visits 


were preferred, although in some 
cases parents were allowed to stay 
as long as eight hours. In cases 
where parents visited for long 
periods there were numerous 
problems, among them the moth- 
er’s neglect of her household re- 
sponsibilities and other children 
strained relationships growing out 
of the mother’s feeling that she 
must stay with her child for the 
entire visiting period. 

There was genera] agreement, 
however, that liberal — visiting 
schedules are better for the chil- 
dren. 


Link between stomach ulcers 
and stomach cancer studied 


Although stomach ulcers very 
often are associated with stomach 
cancer, if treated in time the 
stomach cancers are highly cur- 
able, reports Mark A. Hayes, M.D., 
associate professor of surgery at 
Yale University School of Medicine. 

From a study of histories of pa- 
tients with ulcer symptoms treated 
over 20 years in New Haven, Dr. 
Hayes calculated that one of every 


Nature of exposure 


Condition of biting animal 


four stomach ulcers harbors stom- 
ach cancer; only one in 100 stomach 
cancer patients survived five years 
during the period under study; of 
those who waited about six months 
to be operated on, 6 in every 100 
survived five years or longer; of 
those operated upon within a 
month of the appearance of stom- 
ach ulcer and found to have a can- 
cer, 66 of every 100 survived more 
than five years. ° 


Treatment for rabies cases 


The World Health Organiza- 
tion’s Expert Committee on Rabies 
has published a table for specific 
post-exposure treatment, which 
has been circulated by the Public 
Health Service for use in their 
hospitals and outpatient clinics. 

Recognizing that the information 
may be useful in emergency de- 
partments of many hospitals upon 
approval of the medical staff 
and local health department, Hos- 
PITALS, JOURNAL OF THE AMERICAN 
HOSPITAL ASSOCIATION, herewith 
publishes the recommended table 
of indications for post-exposure 
treatment. 


Recommended treatment 


During observation 


- Al time of exposure | period of 10 days 
1, No lesions; indirect contact| rabid | none* 
only 
HW. Licks: | 
(1) unabraded skin rabid —_——- none* 
(2) abraded skin and'(a) healthy healthy none 
abroded or unabraded | (b) healthy clinical signs of rabies or proven start vaccine at first signs of rabies in animal 
mucosa rabid 
(c) signs suggestive of rabies healthy start vaccine immediately; stop treatment if ani- 
mal is normal on Sth day after exposure’ * 
(d) rabid, escaped, killed, or —— start vaccine immediately 
unknown 
Bites: 
(1) simple exposure (a) healthy healthy none 
(b) healthy clinical signs of rabies or proven start vaccine at first signs of rabies in animal 
rabid 
(c) signs suggestive of rabies — healthy start vaccine immediately; stop treatment if ani- 
| mal is normal on Sth day after exposure** 
(d) rabid, escaped, killed, or ascntonnt start vaccine immediately 


unknown; or any bite by 
wolf, jackal, fox, or other 


(2) severe exposure; (multi. | 
. ple; or face, head, or| (a) healthy healthy hyperimmune serum immediately; no vaccine as 
neck bites) feng as animal remains normol 


(b) healthy clinical signs of rabies or proven hyperimmune serum immediately; start vaccine at 
rabid first sign of rabies 
(c) signs suggestive of rabies §~—s heaithy hyperimmune serum immediately, followed by 


_ waccine; vaccine may be stopped if animal is 
normal on 5th day after exposure 
hyperimmune serum immediotely, followed by 


(d) rabid, escaped, killed, or 
vaccine 


unknown. Any bite by wild 
animal 


*Start voccine immediately in young children and in patients where a reliable history cannot be obtained. 
**An alternative treatment would be to give hyperimmune serum and not start vaccine as long as the animal remained normal. 
Note: To be effective hyperimmune serum must be given within 72 hours of exposure. Dose: 0.5 mi per kg of body-weight!. 
These indications opply equally well whether or not the biting animal has been previously vaccinated. 
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Each fluidounce contains: 


in an aromatized and carminative 
vehicle 


Available in bottles of 6 and 10 
fluidounces and | gallon 


Tax Ursoun Company, Katamazoo, Micuican 
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ACHA official history | 


A Venture Forwanv; A History or 
THE AMERICAN COLLEGE OF HospP!- 
TAL ADMINISTRATORS, Ira A. Kipnis. 
Chicago, 1955. 145 pp. $5. 

Too often the official history of 
a professional organization, in tak- 
ing the “long view” and emphasiz- 
ing “milestones,” turns out to be 
a set of dry facts that is filed for 
future reference to verify some 
obscure point. This history of the 
American College of Hospital Ad- 
ministrators is different. The facts 
given here are warmed and high- 
lighted by utter frankness, allow- 
ing present-day administrators to 
relive actual situations, dilemmas, 
and painful growing pains along 
with the leaders who in 20 years 
have shaped the College from an 
idea into an organization of con- 
stantly increasing stature. 

The book is important histori- 
cally as a candid record of the 
creation of a _ profession where 
none had existed. It depicts the 
then wavering progress when the 
“professional society was _ stil! 
without a profession,” and recounts 
the long strides toward formulat- 
ing a basically strong program of 
training, qualifications, ethical 
standards, and the development of 
wise vision. 

As the title implies, A Venture 
Forward is a valuable history 
whose chapters are still continuing 
to unfold, Attractive in format and 
typography, and highly readable 
in content, the book is a valuable 
documentation of the rise of a 
profession rather than a vocation. 
—A. C, KERLIKOWSKE, M.D., di- 
rector, University Hospital, Ann 
Arbor, Mich. 


The story of Bellevue 


My Home. Salvatore R. 
Cutolo, and others. N. Y., Double- 
day, Garden City, 1956. 317 pp. $4. 


This story about Bellevue Hos- 
pital in New York City takes the 
reader through this “city within a 
city” and introduces him to all the 
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problems that are encountered in 
the care of the sick and injured in 
this great metropolitan institution. 

Dr. Cutolo helps correct common 
misconceptions of hospital life and 
operations. The average person’s 
idea of Bellevue, he points out, has 


DR. SALVATORE CUTOLO 


probably been obtained from mo- 
tion pictures. Authentic medical 
and hospital scenes of the emer- 
gency ward, the psychiatric pavil- 
ion, and the wild, screaming rides 
of the hospital ambulance have 
frequently been shown on _ the 
screen. However, the great num- 
bers of human beings in this great 
organization who serve the sick 
with their hearts and hands have 
never been shown. 

Through the eyes of the deputy 
medical superintendent, human 
successes and failures of this mod- 
ern hospital are revealed. The ded- 
ication and devotion of the medical 
staffs from four medical schools in 
New York provide Bellevue with 
an unusual scientific source for re- 
search and preventive medicine. 
The artificial kidney, the bone 
bank, the eye bank and the dacron 
aorta are depicted in a way the lay 
person can understand. 

By describing actual cases, Dr 
Cutolo takes the reader through 
the outpatient department, the 
medical and surgical wards, the 
children’s division, and the physi- 


also: 

story of Bellevue 
nutrition leaflets 
home care programs 


cal plant and facilities. The warmth 
and understanding with which the 
hospital personnel handle the 200 
daily admissions is apparent. 

Bellevue Is My Home is not a 
fast reading book. It is a book the 
reader will want to go back to, 
mull over and think about. Dr. 
Cutolo has taken a rejected, ma- 
cabre subject and changed it into 
a warm portrayal of devoted hu- 
man beings offering dedicated 
service to humanity. It is a good 
book for public consumption and 
would be a valuable addition to 
the hospital library as well as the 
public library.—HENRIETTA A. 
SPILLE, R.N., administrator, The 
Children’s Convalescent Home, 
Cincinnati. 


Nutrition leaflets 


Tue Best or HEALTH TO You... Nu- 
trition Information for Adults. 
American Dietetic Association, 
Chicago. 10 cents. 

More, PLease ... Normal Nutrition 
and Dental Health for Children. 
American Dietetic Association, Chi- 
cago. Three cents. 

ForceT BirTHDAYS—ENJoy Goop Eat- 
ING... Nutrition for Senior Citi- 
zens. American Dietetic Associa- 
tion, Chicago. Three cents. 

These three leaflets are a valu- 
able aid to dietitians in spreading 
the knowledge of nutrition. 

When making her rounds in the 
hospital, the dietitian can leave the 
first leaflet in this series with the 
patient. This will prove an easy 
and informal method to get the 
patient interested in more thought- 
ful meal planning. 

On the dietitian’s next visit, the 
patient may want to discuss some 
of her family’s meal problems. 
This will be the opportune time to 
introduce the other two leaflets. 
The patient should be encouraged 
to take the leaflets home as they 
will be a reminder of the meal 
patterns. 

In addition to spreading the 
knowledge of nutrition, these leaf- 
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_Impro ved care with 
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| tes Nazaras of broken glass 
Wenvers stronger, more fiexible gut 
Frees mors nurse-power for surgeons 


See how Swigilan is te wae 


More nurse-power for surgeons! Suture nurse saves 
worry about the hazard of broken glass in the O.R. Circulating 335% handling time— just one snip of the scissors opens the 
nurse can remove up to & envelopes of sterile surgical gut at a new D & G SuRGILAR envelope. Surgeons report nurses have 


| 1 Improves patient care! Nurses and surgeons need no longer 
time with one quick motion. more time to give for other important duties. 


ready-to-use sterile suture, individually wrapped in easy-to- quickly straightens loose coil of doubled 54” strand. Surgeons 
read label. Nurses report they no longer worry about cut report D & G SURGILAR delivers a stronger, more flexible strand 


gloves, damaged linens and accidental tube breakage. of gut. Eliminates reel-wound gut that is weakened by sharp 
bends and is difficult to straighten. Costs no more than tubes. 


3 No more shattered tubes! Suture nurse quickly removes 4 SURGILAR delivers more flexible gut! Suture nurse 


Ask your D & G representative DAVIS ns GECK —_ 


for more information or write 
Director of Professional Relations. 


DANB@URY CONNECTICUT 
* D&G hospital-tested packaging makes the difference 


A UNIT OF AMERICAN CYANAMID COMPANY 
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lets will build up good public 
relations since patients always 
appreciate having professional per- 
sons help them solve their prob- 
lems. In hospitals where nutrition 
classes for patients are held, they 
will be a valuable aid. 

These leaflets are available at 
varying prices depending on quan- 
tity.—ELIZABETH H. TuFrT, execu- 
tive dietitian, Chicago Wesley Me- 
morial Hospital. 


A Stupy or Serecrep Home Care 

PROGRAMS; a joint project of the 

Public Health Service and the 

Commission on Chronic IlIness. 

Government Printing Office, Wash- 

ington D. C., 1955. 127 pp. 65 cents. 

(Public health monograph No. 35.) 

This well-planned and conducted 
study involves an intimate survey 
of 11 home care programs geo- 
graphically spread across the coun- 
try. The programs represent a 
diversity of orientations ranging 
from primary concern with a 
means of care for patients with 
long-term illness to prominent em- 
phasis on education in the field for 
students in the health professions. 

The study staff, consisting of 
Public Health Service personnel— 
a physician, a public health nurse, 
a medical social worker, and a 
statistician—was assisted by an 
able study board appointed jointly 
by the Public Health Service and 
the Commission on Chronic Illness. 
A group of consultant specialists 
from the fields involved reviewed 
the study plan and made recom- 
mendations on content. 

The study is divided into three 
sections. Part I deals with the 
definition of home care; the pur- 
pose and method of study; a short 
history of home care; a condensed 
survey of the varieties of approach; 
statistical and cost data; profes- 
sional educational aspects; and 
conclusions, including guidance for 
establishing home care programs. 

Part II describes 11 selected 
programs, six of which serve both 
acute and chronic illness, four, 
long-term illness only, and one, 
patients with tuberculosis. All save 
one accept indigent patients. 

Part III deals with the schedules 
used by the study staff in securing 
and recording data. These sched- 
ules are in themselves comprehen- 
sive and thought-provoking. How- 
ever, the lack of comparable cost 
data, the absence in some instances 
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of complete statistics, and the di- 
versity of both orientation and 
program in the several plans in- 
dicate the need to establish some 
centralized correlating agency to 
develop criteria and directional 
trends. 

Home care, ae by the Boston 
Dispensary in 1796, was carried on 
with little or no heraldry until 
1947 when the Montefiore Hospital 
in New York began its well-con- 
ceived and widely recognized pro- 
gram. Up to now this kind of care 
has been too little utilized as an 
important health resource. Many 


of its values have been abundantly 
demonstrated. Its potentialities are 
just beginning to be realized and 
explored. 

The hospital administrator, 
mindful of the place of his insti- 
tution in the development of pro- 
grams for comprehensive care, 
cannot afford to miss this study. 
The hospital administrator who 
plans to establish a home care 
program, will find it a most useful 
source of information and guid- 
ance.—SIDNEY M. BERGMAN, exec- 
utive director, Montefiore Hospital, 
Pittsburgh, Pa. 
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== WHAT'S GOOD FOR PATIENTS 
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= 


Dermassage is celebrating its 21st an- 
niversary. For 21 years, Dermas 
has been successful in virtually eliminat- 
ing bed sores and bed chofe in over 
4,000 hospitals throughout the world. 


Because Dermassage has been so good 
for patients, we offer you a generous 
free anniversary trial bottle for yourself. 


© Dermassage is non-alcoholic, hypo-aller- 
genic. Contains hexachlorophene, noturol 
menthol, oxyquinoline sulphate, corbamide, 
water-soluble lanolin, and olive oll in a 
homogeneous emollient lotion. 
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how to make the normal diet 


appealing to the patient 


HE sTorRY 18 told of an old 

Scotsman who spent a great 
amount of time around the local 
pub. Here he sponged many free 
drinks. Once when he was asked 
how many drinks he could con- 
sume in an evening, he replied, 
“any GIVEN amount.” 

Patients are not so agreeable. 
They often do not thirst for the 
“given amounts” from the dieti- 
tian. In order to determine why 
patients do not thirst for hospital 
food, let us examine what we give 
patients to eat. The National Re- 
search Council has worked out a 
standard of daily dietary allow- 
ances to guide us in menu com- 
position. We have found that these 
requirements are so generous few 
healthy people, let alone those who 
are ill, would eat so much food. 
We have found the Basic Seven to 
be a more practical guide. It must 
be remembered that this guide is 
basic and after fulfilling its re- 
quirements, additions are neces- 
sary. The Basic Seven chart has 
the advantage of acting as a simple 
check list against which it is easy 
to compare your menus. 

In addition to these normal re- 
quirements, sick people have spe- 
cial needs. No research has told 
us how much extra calcium and 
phosphorous is needed to repair 
the fractured bone or how much 


Dorothy I. Anderson is chief dietitian at 
the Renton (Wash.) Hospital. This article 
is adapted from the author's address at 
the American Hospital Association Dietary 
Department Administration Inatitute in 
Seattle, November 1955. 


52 


rand 


kh 


by DOROTHY |. ANDERSON 


extra protein is needed to repair 
damaged tissue. We do not know 
the exact nutritional needs of the 
patient with a fever or shattered 
nerves. We only know that they 
do require increased amounts of 
protein, minerals and vitamins. 
Therefore, as those responsible for 
feeding the sick, we must add ex- 
tra fruits, vegetables and high pro- 
tein foods to the Basic Seven. 


PITFALLS TO AVOID 


In planning menus with extra 
fruits and vegetables, there are a 
few pitfalls to avoid. Many dieti- 
tians count potato and macaroni 
salads as green salads. They are 
not; they are largely carbohydrate, 
plus the small amount of protein 
that may be contained in the egg 
or cheese. These salads are per- 
fectly good foods, but should be 
counted only for what they are. If 
this salad is to supply the vege- 
table in the diet, do not use it. And 
do not say, “What about the let- 
tuce? That is a leafy, green vege- 
table.” It is well known that 
practically nobody eats the lettuce 
leaf under the salad. 

Another pitfall is the service of 
gelatin salads, consisting of one 
square of gelatin and one or two 
tablespoons of fruit or vegetable. 
A standard portion of fruit or 
vegetable is one-half cup or eight 
tablespoons. So if only two table- 
spoons are used, do not consider it 
a full portion. The same is true of 
most souffle salads. If gelatin sal- 
ads are used, add more fruit to 


another part of the menu, such as 
a cobbler for dessert or use left- 
over fruit juices as part or all of 
the liquid for the salad. 

We must be careful not to con- 
sider breading in the size of the 
meat or fish portion. We tried one 


brand of frozen fish sticks which, 


when oven fried, proved to be a 
nice, thick, crisp coat of crumbs, 
a good sized hollow space under- 
neath and then a thin core of fish. | 
I doubt if there was 10 grams of 
fish in one stick. The nine sticks 
necessary to make a 3 oz. portion 
would be too much for most sick 
people to eat. 

The foods that make up the ade- 
quate diet for the sick person are 
important. They should be favorite 
foods. Variety from day to day is 
important, but variety should not 
be attained by resorting to foods 
which are not popular, even when 
a person is well. Foods selected 
should be ones to which your pa- 
tients are accustomed. 


So few adults like pureed food, 
I am sure gallons of it must be 
thrown out every day by hospitals 
across the country. For some modi- 
fied diets, purees may be neces- 
sary, but for most short-term pa- 
tients, let us omit them. Use juice 
or the soft, tender vegetables, such 
as carrots, squash and young green 
beans for those on routine soft 
diets. 

Another important element to 
consider in food selection is ease 
of eating. If you were lying on 
your back, or only half sitting up, 
would you like to eat a head let- 
tuce salad? We have learned that 
lettuce wedges were returned un- 
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touched, while shredded lettuce 
was eaten. Spareribs require too 
much effort for the amount of 
meat that they contain. 


KEY TO PATIENT ACCEPTANCE 


Having decided what should be 
fed people for a nutritionally-ade- 
quate diet, how can we get patients 
to want and enjoy the ‘give 
amount?” From the patient’s point 
of view, food begins when the tray 
is placed at his bedside. What is 
his first impression? Is it one of 
shining cleanliness? Is the tray 
cover clean? Are the dishes and 
silver sparkling? If the patient 
looks into the spout of the coffee 
pot, is it clean or does it have a 
residue of many previous servings? 

Is the tray colorful? Is there a 
pleasing selection of dishes and 
tray cover? Do the dessert and 
salad have eye appeal? A varia- 
tion in height achieved by use of 
a footed glass sherbet dish adds 
interest. Are the dishes free from 
chips and cracks? This first im- 
pression of the tray is most im- 
portant. 


When the patient lifts the plate 
cover, the food should look “good 


‘enough to eat.” There should be 


contrasts in color and texture. Por- 
tions should be just right—not too 
large, and for some, not too small. 
If you have the patient’s interest 
this far, he is likely to start eating 
in the proper frame of mind. He 
will want to eat. 

There is an art to invalid cook- 
ery. In the average, short-term 
hospital, food should be tasty and 
flavorful without being highly sea- 
soned. Very sweet foods do not 
appeal to sick people. In fact, 
sweets are often repulsive to sur- 
gical patients. We make a lemon- 
ade with a small amount of sugar 
—you would call it sour—that is 
popular with these patients. Cus- 
tards with very little sugar or 
vanilla and no nutmeg or other 
spices are also popular as a “first” 
food after surgery. But these illus- 
trations of “first foods” do not 
mean that all hospital food should 
be tasteless. Hospital food should 
be definitely tasty if you expect to 
tempt the appetite of sick people. 


Hot food must be hot and cold 
food, cold. This is so easy to say 
and often so hard to achieve. Every 
effort should be made to serve hot 
food. Maybe it is closer supervision 
that is needed; maybe it is closer 
cooperation with the nursing de- 
partment; maybe it means a com- 
plete revamping of the serving 
method. Whatever it is, it is worth 
the effort and cost to have hot food. 
Without hot food patients will 
never eat that “given amount.” 

The selective menu is one of the 
greatest psychological aids to get 
the patient to eat the ‘given 
amount.” I urge those who still do 
not use it to give it a try. Its re- 
turn in patient satisfaction far 
outweighs the amount of extra 
work involved. By using fresh 
fruit in summer and canned fruit 
in winter and using dry cereal, 
you achieve a fair amount of choice 
without adding to the cook's work- 
load. By making one vegetable a 
type which can be used on the 
soft diets, you can have two vege- 
tables without extra work. This 
system does not offer a great 


its 
quality 
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amount of choice, but it gives the 
patient the satisfaction of choosing. 

Remember the two F’s: F for 
food and F for fun. Eating is fun; 
food is fun. Feeding patients isn’t 
the grim business some people 
seem to make it. Remember the 
three meals are highlights in a pa- 
tient’s day. Make them attractive. 
Make them flavorful and make 


them fun by using special favors 
and appropriate foods on every 
possible occasion. 

Food is fun. Keep that spirit 
yourself and let it spread to your 
staff and patients. That is the last 
word in getting patients to eat 
that adequate diet you have worked 
so diligently to plan, to prepare 
and to serve. . 


COMMENT 


Speeding up sandwich-making 

With warmer days immediately 
ahead, dietitians will want to in- 
corporate sandwich entrees into 
the luncheon and supper menus. 
The popularity of the fresh fruit 


salad with dainty finger sandwiches 
or the more substantial club sand- 
wich is well-established. 

Although these lighter entrees 
are welcomed by many patients, 
some hospitals have had to curtail 


SANDWICH-MAKING can be a simple, speedy operation if time-saving, standard techniques 
are used. Use a No. 30 scoop te piace a moist filling on unbuttered slices. Then with spreader 
spatula (top), spread filling with four motions, working counter-clockwise toward each corner 
and covering each corner, Place lettuce on top of filling and (below) with both hands, working 
top to bottom, left to right, place the top piece of bread on the one below it and cut as desired. 


their inclusion on the menu be- 
cause of the time element in their 
preparation. A recent issue of the 
Washington State Dietetic Asso- 
ciation bulletin for small hospitals 
carried the following guide for 
speeding up sandwich making: 

1. Split open the wrapred bread 
in the middle of the loaf. To do 
this use a quick, sharp stroke with 
a French knife. 

2. Place the two halves of the 
loaf at the top of the cutting board 
or table. 

3. Reach a hand into each half 
at once. Take four slices of bread 
in each hand. 

4. Arrange both handsful at 
once, dropping a slice at a time in 
straight rows. 

5. Work from the top down. Re- 
peat until cutting board is full. 

6. Using special spatula, butter 
all bread first. Butter all rows if 
a dry filling, such as sliced cheese, 
is used. Otherwise, butter alternate 
rows, working top to bottom, left 
to right. 

7. Place approximately 1 table- 
spoon of butter on spatula. With 
one sweeping motion spread butter 
across top third of bread, left to 
right, back across the second third 
and then across the lower third. 
Be sure to cover all corners. 

8. If dry filling is used, using 
two hands simultaneously, place 
it on alternate rows of bread, Work 
top to bottom, left to right. 

9. If moist filling is used, use a 
No. 30 scoop, placing the filling on 
the unbuttered slices, again work- 
ing top to bottom and left to right 
until all slices are filled. 

10. Spread filling, using special 
spreader spatula. Spread with four 
motions, working counter-clock- 
wise toward each corner and cov- 
ering each corner. 

11. Place lettuce on top of filling. 

12. Using both hands, simulta- 
neously lift buttered slices from 
first and third rows and place over 
lettuce on second and fourth rows. 

13. Using both hands, again 
working top to bottom and left to 
right, place the top sandwich on 
the one below it. Place the third 
on top of the fourth, and so on 
until all sandwiches are double. 

14. With one clean cut of a 
French or slicing knife, cut through 
the doubled sandwiches. Some 
types of sandwiches may be cut 
three at a time. a 
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How to run 
a top quality kitchen 


... at rock-bottom cost! 


Write for your copy 
“STAINLESS STEEL for STORE 
FRONTS and BUILDING ENTRANCES” 


If modernization or new construc- 
tion is on your mind, this 40-page 
booklet contains many ideas on 
handsome treatments for you. 
(Note: A new booklet on “AL 
Stainless in Food Preparation and 
Serving Equipment’ is in process 
—write for one of the first copies 
when available.) 


ADDRESS DEPT. HS-79 


JULY I, 1956, VOL. 30 


Sure, you'll need a good chef and good management—but firse of all, you'll 
need stainless steel equipment! That's where to start for the highest sanitary 
standards—the easiest, quickest cleaning and lowest-cost maintenance, 
And that’s where to start for the greatest long-term economy, too—because 
stainless steel can't chip, crack, peel or wear off. It costs you much less 
than anything else in the long run because it literally lasts for a lifetime . . . 
stands up under the heaviest service and stays beautiful all the way. @ In the 
kitchen, in the dining-room (and for structural details, too) specify stainless 
steel. . . it pays! Allegheny Ludlum Steel Corporation, Oliver Building, 
Pittsburgh 22, Pa. 


wew 6070 


Make it BETTER-and LONGER LASTING-with 


Steel 


Warehouse stocks carried by all Ryerson Steel plants 
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Master Menus for August 1-15 


UALITY FOOD production is the direct result of 
good supervision and requires not only top 
quality raw materials but also controlled cooking 
procedures, The dietitian who develops standardized 
recipes and standard portions to meet the hospital’s 
needs and requires that these standards be adhered 
to can determine in advance the hospital’s food cost. 
Precosting is the modern method of cost accounting. 
A number of reliable sources of tested quantity 
recipes are available. College home economics de- 
partments have developed standards of ingredients, 
preparation procedures and product results through 
numerous tests. These standardized recipes are rec- 
ommended as an excellent basis for use in establish- 
ing a recipe file standardized to the requirements of 
a hospital food service. 
The general diet (items in bold face type) is 
planned as a foundation menu, Modifications of the 


August 1 18. Pineapple whip, custard 
|. Walt grepetruit 19, Pineapple whi 
2. Grapefruit juice 20. Unsweetened 
3 oatmeal boysenberries 
Becan Grapefruit juice 
Foust Chicken noodle soup 
nes 
4 24. Cesserole of ham ond peas 
9. Roast leg of veot—gravy 
or beef tbreads 
10. Roost leg of veal 24 French style green beans 
hip tetoes 
squesh 30. Russion dr 
3!. Pear, grape ond melon 
a | Apple cole siow 32. Baked fresh pear _ 
Chocolete 33. Boked 
168. Chocolote sundae + fruit juice 
19. Raspberry ice 36. Breed y 
20. Unsweetened conned pears 
21 Limeade 
22 of celery soup 
23. Criep creckers 2. Pineapple juice 
24. Be ved homburger on 
3. Shredded wheat or hominy 
roiled beef pottie 
27 Noodles _6. toost 
4 eas 
29. Steed | evenge ond date Tomato juice 
oa 
3|. Prune whip with custerd ore or cold 
32 10. Baked flounder fillet 
33. Floating islond ||. Petetoes ou gratin 
34. Orange sections 12. Cubed potatoes 
35. Pineapple juice 13. Whole kernel corn 
 g@ & 14. Soinach with lemon wedge 
15. Cucumber end lime seled 
16. Meyonnetse 
August 2 17, with 
on e 
|. Orange juice 18. Apple crisp with whipped 
2. Orange juice cream 
3. Ferme or wheet end 19. Lemon gelatin cubes 
matey kernels th Consomme applesauce 
oac eee onsomme 
5. Bacon 
= of vegetable soup 
7. Weshington chowder 24. and 
8. Crisp creckers current jelly in lettuce 
9. Country tried cubed steck, cups 
e wi souce 
10. Broiled steak 26. Cold poached salmon on 
Platfy whipped potetoes lettuce with lemon 
12. Fluffy whipped potatoes 27. Parsley boiled potatoes 
13. Buttered peprike (omit Diet) 
coulitiower Asperegus ¢ 
14. Julienne corrots 29. wren and _ 
15. Peech helf with cheese on cress 
nut bell seled dressing 
16. Creem meyonneise 3! Checolete chip orenge coke 
|7 Blueberry crumb pudding 32. Vanilio ice cream 
56 


general diet are also included, so the menu will meet 
the requirements of the seven most commonly used 
modified diets. 

The modifications include substitution of the same 
food items but with a different consistency or pre- 
pared by a different method. Often substitution of 
an entirely different item than the one on the general 
diet is necessary due to the elements in the food’s 
composition and/or the caloric content of the indi- 
vidual item or the diet as a whole. All diets, except 
the full liquid, have been planned to meet the recom- 
mended daily dietary food allowances. 

Master Menu kits containing wall cards, several 
transfer slips and the Master Menu Diet Manual are 
available to users of the menus. The kits are priced 
at $2 and may be secured by writing the Editorial 
Department of HOSPITALS. Single copies of the man- 
ual are $1.50. 


. Sweet poteto souffle 
Whipped potatoes 
Broccoli with 
sauce 
. Sliced beets 


33. Lemon ice ! 
3 
4 
5 
Cleer dressing 
9 
0 


34. Fresh plums | 
35. Peach nectar ] 
36. Herd roils 


+4 
. Stewed fruit com 
. Blended citrus juice 


2 Fresh peoch ice cream 
3. Oatmee!l or crisp rice 

4 


. Lime ice 

. Lime ice 
Grapefruit sections 
Blended citrus juice 


22. Cream of turkey sou 
1. Seltines 4 


8. Seltines 24. Cold plete—egg salad, 
9. Liver with Spenish souce or stuffed celery and ‘sordines 
shrimp selad 25. Broiled turkey livers—— 
ripe olive gernish spinach 
10. Baked liver 26. Cottage cheese——spinach— 
||. Persley buttered potetoes tomato salad 
12. Parsley boiled potatoes 27 Boked potato 
13. Seeatloped tomatoes 28. 
14. Green beons 29. ———- 
15. Shredded ca , teisin 30, 
end apple Reyel Anne cherries— 
16. cocoe squeres 
17. Wetermeion 32. Royal Anne cherries 
18. Coke cubes with almond 33. Chocolate Bovarian 
custard sauce 34. Unsweetened canned or 
19. Maple sponge fresh Royal Anne cherries 
20. Watermelon 35. Apricot nectar 
21. Orange juice 36. Garlic French breed 


22. Creem of mushroom soup 
23. Crisp creckers August 6 


24. Hot sliced turkey sendwich, . Grapetruit juice 
giblet grovy—crenberry . Grapefruit 


2 
souce 
3. Brown grenuler wheot 
25. Hot sliced turkey 
26. Hot sliced turkey 4 cereal! or corn flekes 
5 
6 


Poached egg 
27. Steamed rice 
28. Summer squesh 
29. Rew selad bow! 
30. Theusend Isiend dressing 
Sileed peaches 7. Creem of spinech seup 
32. Sliced peaches 8. Crowtons 
33. Raspberry gelotin with 9. Rolled rib beef roast with 
custard souce vegetable vy or cottege 
34. Unsweetened sliced cheese and noodle casserole 
peaches 10. Rolled rib beef roast 
35. Apple juice ||. Browned rice 
36. _ 12. Boiled rice 
13. Beked persnips 
14. Mashed Hubbard squash 
August 5 15. Perfection soled 
|. Orange jwice 16. Meyenneise 
2. Orange juice 17. Apricot end 
3. Wheet flekes or ferine compote-—corn e 
4. Seft cooked (omit on macaroons 
Normal Diet 18. Sliced banana in strawberry 
5 Grilled ham gelatin, whipped cream 
6. French toest with syrup 19. Cherry sponge 
20. Unsweetened canned fruit 
me cocktail 
2!. Orange juice 


tenderloin steak 
10. Broiled tenderloin steak 
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6. Whole wheet muffins 
9. Beked hem or broiled 
lemon ice 


“COMFORT ANO 


A FOR 


refer to 
= HOSPITAL PURCHASING FILE 
ea for listing and prices 
CANADIAN DIGTRIBUTORS 


5 INGRAM @ BELL LTD. 
HEADQUARTERS: TORONTO 


santa monica, california 
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FLEX-STRAW 
best from every angle 


FLEX-STRAW 


bends to any angle 

for use in hot and cold liquids 
disposable... paper based 
safe...sanitary 


original cost the only cost 


packed 500 to bor « 20 boxes to case of 10,000 
unwrapped or individually wrapped 


2040 BROADWAY 
SANTA MONICA. CALIF 


please send samples and literature. 


| | 
.. efficiency, safety, plus economy! 
4 
| 

Nome 
Hospita! 
| City State | 
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cover 


25. Casserole of minced 
chicken with potato 
toppin 

26. Hot sliced chicken 

27. Cubed potatoes ‘omit on 

os Soft Diet) 
tered carrots 


32. Prune whip 
custard 
. Jonathan 
35. Clear beef 
Bread 


|. Apricet necter 

2. Apricot nector 

3. Putfed rice or cotmeal 
4. Serembied egg 

5. Canadian bacon 

6. Crumb buns 


Cream of celery soup 
Soltines 


Breaded veal cutiet, tomato 
sauce or chicken livers 
with mushrooms 

Broiled veal steak 

Parsley boiled potatoes 

Parsley boiled potatoes 

Asporagus tips 

Asparagus tips 

Green salad ! 

French dressing 

Fresh peach shortcake 

Canned whole peeled 
apricots 

Whipped strawberry 
gelatin 

Fresh peach 

Limeade 


Julienne vegetable soup 

Crisp crockers 

Corn fritters with syrup 

—link seuseges 

25. Chicken livers with 
mushrooms 

26. Chicken livers with 
mushrooms 

27. Baked potato 

28 French green beens 

29. Grapetrult and red- 

skinned apple section 

saled 


3). Respberry she 

32. Raspberry sherbet 

33. Raspberry sherbet 

34. Honeydew melon slices 
35. Pineapple juice 

36 Breed 


| 


August & 

|. Canteloupe 

2. Tomato juice 

3. Farina or shredded wheat 
4. cooked egg 
5. Bacon 
6. Teast 


Bowilion with beriey 

S Crisp creckers 

9. Beked pork chops or meot 
sealed saendwich— cole 
slaw garnish 

0. Baked lamb patties 

|. Beked yoms 

2. Whipped potatoes 

3 Buttered peas 

Bene 
ane and salod 

6. Whipped 
mayonneise 

7. Lemon meringue pie 

8. Lemon puddin 

9. Grape juice gelatin 

0. Sliced banana in orange 

|. Orange juice 


22. Creem of tometo soup 
Melbe toast 
24. Braised beet cubes ond 
noodles 


25. Braised beef cubes and 
noodies 

26. Hot cubed beef 

27. Noodles (omit on Soft Diet! 

28. Beked ecorn squesh 

use sland 

Pineapple sundoe 
32. Applesauce 
33. Vanilla blanc mange 


34 
35 
36 


Unsweetened applesauce 
Grapefruit juice 
Blueberry muffins 


| 


Halt 
Grapefruit juice 
lakes or rolled wheot 
Scrambled egg 
Link sousaoges 
ee cake 
Cranberry juice 
Fried chicken or hot roast 
beef sendwich 
Roast chicken 
Parsley rice 
Riced potatoes 
Wex beens 
Wox beans 
Aoricot and raisin salad 
Chentilly dressing 
Buttercup cokes with 
orange frosting 
Buttercuo cakes with 
orange frosting 
Orange ice 
Fresh peor 


Beef bouillon 


Cream of vegetable soup 

Paorika crackers 

Herd cooked egg on toast 
with roarebit sauce, 
becon strip 

Crisp bacon 

Baked veal chop 

Baked sweet potato 

Buttered beets 

Tometo and cucumber soled 

French dressing 

Pear and plum compote— 
nut wafers 

Canned pears 

Cherry aelatin cubes 

Unsweetened fresh plurns 

Orange juice 

Pecan roll 


August 10 


Orange slices 

Blended citrus juice 
Oatmeal or puffed wheot 
Poached egg 

Grilled ham 

Toost 


Cream of asparagus soun 

Saltines 

Boked salmon with cucumber 
souce or barbecued breast 
of lamb 

Beked salmon steak 

O’Brien potatoes 

Cubed potatoes 

Spinach 

Soinach 

Stuffed prune salad 

Meraschino French 
dressing 

Pineapple upside-down cake 

Pineapple whip 

Pineapple whip 

Unsweetened canned 
pineapple 

Blended citrus juice 


Tomato bouillon 

Crisp creckers 

Creamed mushrooms, tune 
and no 

Creamed 

Cottace cheese 

Stuffed baked potato 

Green peas 

Celery heoerts ond cerrot curls 


Watermelon 
Canned pear 
Baked custard 
Watermelon 
Limeade 


Parker House rolls 


August 11 


Orenge juice 

Orange juice 

Crisp rice cereal or brown 
granuler wheat cereal 

Soft cooked 

Bacon 

Toost 


Julienne vegetable soup 
Crisp creckers 
Broiled chopped beetsteak 


or melon trult plate 
. Broiled howe 


— 


OO 


. Pimento poteto cubes 
ou 


grotin 

Whipped potatoes 
Buttered cauliflower 
Lotticed beets 
Tossed salod 
Celery seed French dressing 
Deep dish apple pie 
Sponge cake with almond 

whiooved cream 
Mocha sponge 
Seediess crapes 
Grapefruit juice 


Cream of spinach soup 

Croutons 

Assorted cold cuts—old- 
fashioned potato sailed 
with green pepper ond 
garnish 

Broiled veal pattie 
asporagus tips 

Broiled veal pattie 
grilled tomato slices 

Baked noodles in broth 


Cerrot sticks and rose 


radishes 


Peach slices on sponge cake 
with almond whipped cream 

Canned peaches 

Raspberry rermet-custord 

Sliced fresh peaches 

Pineaople juice 

Pumpernickel or rye bread 


August 12 


Tomeoto lwice 

Tomato juice 

Hominy or wheot and 
berley kernels 

Scrambled egg 

Bac on 


Corn muffins 


Consomme a la royal 


Saltines 


9. Broiled tenderloin steak or 


tomato stuffed with 
salmon salad 
Broiled tenderloin steak 
Baked potato 
Baked potato 
Buttered Brussels sprouts 
Juhenne carrots 
Peer blush and watercress 
saled 
Fruit salad dressing 
Strawberry ice cream 
Vanilla ice cream, 
chocolate souce 
Cranberry ice 
Cantaloupe slices 
Limeade 


Corn and celery soup 
Melbe toast 


_ Stuffed hem roll 


Broiled lamb chop 
Broiled lamp chop 
Baked potato 
Carrots 
Head lettuce salad 
Celery seed sweet 
Cottage pudding with 
lemon sauce 
Canned fruit cup 
Vanilla ice cream 
Malago 
juice 


August 13 


Banona 

Blended citrus juice 
Bran flokes or farina 
Soft cooked egg 
Canadian bacon 
Toast 


Turkey broth 

Crisp crockers 

Roast shoulder of veal— 
current jelly in lettuce cup 
or fricessee turkey wings 

Roost veal 


Persley buttered potatoes 


Boiled potatoes 

Braised celery 

Mashed Hubbard squash 
~ ond watercre:s 


so 
Clear French dressing 
Orange souffle 
Orange chiffon pudding 
Orange chiffon pudding 
Grapefruit sections 
Lemonade 


Split pea soup 


Aw 


. Crowtons 
Grilled open nippy cheese 
sendwich 


Boked liver 

Boked liver 

Whipoed potatoes 

French style green beons 

Tometo and poarsiey salad 

Mayonnaise 

Sliced fresh pineapple— 
suger cookies 

Aoplesouce 

Soft custard, whipped cream 

Sliced fresh pineapple 

Grapeade 


gust 14 


Half grapefruit 


Grapefruit juice 


Rolled wheat or crisp rice 


Sponish Swiss steak or French 
fried shrimp—tartar souce 

Pot roost of beef 

Cubed potatoes 

Cubed potatoes 

Scalloped eggplant 

Sliced beets 

Sliced lettuce salad 

Roquefort cheese dressing 

Letticed cherry ple 

Lemon ice 

Lemon ice 

Fresh peor 

Orange juice 


Cream of mushroom soup 
Melba toast 
Chicken salad—cinnamon 
apple on cress 
Creamed chicken 
Cold sliced chicken 
grilled tomoto slices 
Baked sweet potato 
Asporagus 
Tossed greens salad 
fomit on Normal and 
High Caloric diets) 


Piquent dressing 


Spice sheet cake with 
caramel icing 
Royal Anne cherries 


Boked custord 


Unsweetened canned Royal 

Anne cherries 
Cranberry and apple juice 
Parker House rolls 


August 15 


AW WN — 


Honeydew melon 

Orange juice 

Corn flakes or brown 
granular wheat cereal 

Scrambled egg 

Bacon 

Toast 


Consomme 

Crisp crackers 

Roast leg of lamb, mint sauce 
or cold plate ‘deviled egqs, 
luncheon meats and 
toasted bun) 

Roast lamb 

Mashed potatoes 

Riced potatoes 

Green beans 

Green beans 

Shredded raw carrot and 
raisin so 


Lemon meringue pudding with 
graham crocker to 

Canned whole peeled apricots 

Cherry gelatin cubes 

Unsweetened apricots 

Grapefruit juice 


Cream of chicken soup 

Croutons 

Weiners with creamed 
potatoes 

Veol mousse 

Boked veal chop 

Noodles 

Green peas 

Fresh peor ond grape salod 

French dressing 

Butterscotch squeres 

Lime whip (no cream) 

Lime whip 

Unsweetened canned . 
boysenber ries 

Tomato juice 

Herd 


HOSPITALS, J.A.H.A. 


73 
| August 9 ra 
29 
radish end onion 
10. Vimeger-oil dressing 
on ~ cake, moche 14 
24 
25 
August 7 2¢ cereal 
4 Poached 
9. Link sausages 
Whole wheet reisin toast 
iv 
French onion soup 
4 $eltines 
4 7 
+ 
g 
24 
7 
3 
‘ 
29 
4) 
24 
14 
4 
4 
i4 
10. French 7 9 
| 
9 sing 
i4 
24 
7 | 
Z « 
9 
4 
| 6 9 
2 
2 
4 


IDEAL 


make your 


* This exclusive construction permits the weight 
service EASIER of feed and wieasils te be carried threwgh the 
ees frame te rest on the chassis. The 20-geuge 


END SERVING 
SHELF 


Provides extra counter spoce 
for serving, and avziliary 
shelf below for utensi! cov- 
ers. Foids flat and is pre- 
tected by bumper in transit. 


DISAPPEARING 
CABINET DOORS 


Vibrationiess doors recede 
inte the top of the com. 
partments leaving the entire 
interior clear Compoart 
ments fitted with refriger 
ator type shelf adaptable 
to either section. 


Ideal hospital equipment, made only by Swartzbaugh, is specially 


steintess steel tee deck seg, end con 
carry considerable extra weight withey! dom- 
ogee. Only ideal gives such extra strength, 
plus lifetime durability. 


INSULATED COVERS 


Seamiess pive covers are fyily insuleted 
with fiber-gles te insure minimum 
heat low 


AUTOMATIC 
TEMPERATURE SELECTOR 


Robertshaw Avtemetic Thermestet 
wrest feeds ef eriginel het serving 
femperatyures 


Round viensils, meet trays end wells 
are seamiess: 20 gouge siainiess steel 
Large rims on utensils for easy lifting 
and offset shoulders for perfect cover 
seal 


REPLACEABLE BUMPER GUARD 


Tewgh aluminum bumper emembly fully 
protects bedy ef conveyer Clincher type 
tvbber bumper gverd easily fepieced, in 
whele or port 


Zz MEAT TRAY COVER, SERVING SHELF COMBINATION 


Opened horizontally, this seamiess cover of stainless steel! provides extra 
serving spoce The heovy stoeiniess steel arm mechanism permits easy 
one hand operation 


ELECTRICALLY HEATED DRAWER 


it accommodotes on extra full-size meet trey fractional size pons for 
special diets. It may also be used for het breads Opens with safety steno 


* Shown above 
is Ideal Foed Conveyor 
Model 1431, capacity 60 te 
120 meals. Other models 
available with capac. 

ities from 20 te 
$00 meats. 


designed —inside and outside—to fit your need for maximum 


efficiency, fingertip convenience and lasting utility. That’s why Ideal 


equipment items—food conveyors, tray conveyors, sterilizers and therapeutic 


Write 
for 
FREE 


full-line 
catalog 
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equipment —are found in leading hospitals everywhere. 


Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 


MURFREESBORO, TENN. 


4 
ONSTRUCTO 
CONSTRUCTION 
| F UTENSILS AND WELLS 
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from other 
departments 


pew EXECUTIVE housekeeper 
needs to develop a talent for 
making other persons in the hospi- 
tal want to cooperate in helping 
to prevent untidiness. With the 
large number of employees, pa- 
tients, visitors and doctors con- 
stantly using all facilities, careless 
“missing” the wastebasket or ash- 
tray, smearing lipstick on mirror 
frames, marking walls and spilling 
on floors with the attitude “some- 
one else can clean it up” can pre- 
sent insurmountable problems to 
the housekeeping department. 

Employees need to realize that 
their own department is simply 
one link in the chain that depends 
on cooperation to make a hospital 
a single unit. 

One effective way of gaining 
cooperation between department 
heads is communication on a 
down-to-earth, friendly basis. For 
example, a nurse who persists in 
spilling medication on polished 
floors—and leaving it there—can 
be reminded of this carelessness 
(and be kept happy too) only by 
her supervisor. The tact of each 
member of each department is es- 
sential in keeping harmony. If re- 
ports of carelessness are brought 
to the proper people, antagonism 


Erros A. Copsey is executive house- 
keeper of Saint Francis Memorial Hospital, 
San Francisco. 
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will be minimized. In this case, 
members of the housekeeping staff 
might be the ones to determine the 
offender and report it to the ex- 
ecutive housekeeper. She in turn 
should discuss it with the director 
of nurses. 


ALLIED DEPARTMENTS 


From the nursing staff the ad- 
ministrative housekeeper expects: 

1. Accurate and economical linen 
requirements. 

2. A minimum of emergency re- 
quisitions for: furniture transpor- 
tation, commodities, manufacture 
of special items, rapid expediting 
of check out requirements. 

3. Compliance with the policies 
and procedures of good housekeep- 
ing operation. 

4. Compliance with the adminis- 
trative channels established for a 
healthy personnel relationship. 

5. Assistance in developing 
standard procedure where policies 
and responsibilities overlap. 

6. Assistance in developing 
standard requirements for eco- 
nomical control and distribution of 
linen cleaning commodities and all 
items in which both departments 
have a mutual responsibility— 
bearing in mind that each is re- 
sponsible for its own efficient 
operation. 

Housekeeping and engineering 


departments must be tolerant of 
the needs and requirements of one 
another since there frequently is 
an overlapping of responsibilities 
and a division of authority. ,Both 
are geared to crafts and skills 
rather than to professional] tech- 
niques. 

The administrative housekeeper 
requires rapid response from the 
engineering department in the re- 
pair of leaks, stopped drains and 
the like. Both departments must 
cooperate in planning economical 
and efficient procedures using the 
principle “first things first.” 

The dietary department and 
housekeeping are also close allies. 
Each has similar responsibilities. 
The housekeeping department can 
establish policies and procedures 
for general housekeeping mainte- 
nance and can instruct kitchen per- 
sonnel in these procedures; but the 
administrative dietitian must co- 
operate and develop similar stand- 
ards within the framework of the 
main kitchen and the special diet 
kitchens in the individual unit if 
these are to be carried out. 

At our hospital we have two 
means of communication between 
administrative and nonadminis- 
trative personnel. The first, the 
administrative council, is com- 
posed of the administrator, the as- 
sistant administrator, chief dieti- 
tian, business manager, purchasing 
agent, personnel manager, director 
of nurses, chief admitting nurse, 
superintendent of maintenance, ad- 
ministrative resident and the exec- 
utive housekeeper. This group 
meets every two weeks for break- 
fast to discuss problems of all 
types and to work out some solu- 
tions. 

One perplexing problem dis- 
cussed recently was that of mat- 
tress covers—what kind was the 
most practical from the viewpoint 
of stain? The purchasing, nursing 
and housekeeping departments 
were all concerned, Constant 
changing of mattresses was a bur- 
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Everyone who directly or indirectly comes in contact with 
your patients may transfer communicable diseases. That's 
why many leading hospitals now require all personnel to 
use hexachlorophene soap. 


Hospitals choose new Armour U. 8S. P. because they 


know it is uniformly the finest they can buy. No other — 


manufacturer has stricter laboratory supervision or 
Armour’s experience in producing hexachlorophene soap. 


Increase the safety factor in your hospital by supplying 
Armour U.S. P. Available as a concentrate, or as a ready- 
to-use liquid in 55-gallon drums. Call your nearby Armour 
or distributor salesman to place your order. Mail the 
accompanying coupon today for a trial order. 
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Everyone in 
your hospital— 


from Surgeon 
to Chef... 


ought to use 


New Armour U.S.P. 


Hexachlorophene 
Soap 


MAIL THIS COUPON TODAY 


Triat Order (5 gal. Orum— $15.00) 
PLEASE SEND ME Armour U. S. P. ready-to-use 
(_] Product information Bulletin — Armour U.S. P. 


Nome 


Hospital 


Dimon 


City 
ARMOUR 
INDUSTRIAL SOAP DEPARTMENT 


© Armour and Company + 1355 W. 31st Street + Chicago 9, iilinols 


State — 
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den to housekeeping. The expense 
caused by continual elimination 
and replacement of mattresses due 
to nonremovable stains was of 
concern to the administrator and 
business manager. The purchase of 
comfortable, durable and practical 
mattresses was a purchasing de- 
partment problem. 


HOARDING OF LINENS 
Another problem shared by both 
housekeeping and nursing depart- 


ments is the distribution and 
hoarding of linens, Hoarding linens 


in chests of drawers in patients’ 
rooms may be a convenient prac- 
tice for the nurses, but it leaves 
supplies lowered and unaccounted 
for. This hampers distribution by 
housekeeping, and unused linens 
stored in a contaminated room 
often have to be re-laundered. 
What to do about it? 

The director of nurses and nurs- 
ing supervisors were informed of 
this problem at the administrative 
council meetings and the problem 
was solved in the following man- 
ner: 


Chapter 1—Linens 


MANUAL OF OPERATION 


CONTENTS 


Chapter 2—Washroom Practice 

Chapter 3—Public Health Aspects 

Chapter 4—Textile Damage 

Chapter 5—Finishing and Production Standards 
Chapter 6—Linen Service and Distribution 
Chapter 7—Opportunities for Economy 
Chapter 8—Machinery and Equipment 


This isa _ practical, specific manual of laundry operation. It may 
be purchased by institutional and personal members of the 
American Hospital Association. The cost, $1.50.. 


Order today from the 


AMERICAN HOSPITAL ASSOCIATION 


18 EAST DIVISION STREET 
CHICAGO 10, ILLINOIS 


Six committee members were 
appointed to make a survey of 
various sections of the hospital 
and present their findings at the 
next meeting. On the basis of 
their report it was decided to 
establish a central linen control, 
to prevent hoarding and to work 
out better plans for distribution. 
It was also decided to dye all! sur- 
gery linens a certain color. 


THE EMPLOYEES’ CONFERENCE 

Another means of interperson- 
nel communication at our hospital 
is the employees’ conference. This 
conference, which meets monthly, 
is composed of nonadministrative 
representatives from each depart- 
ment each of whom serves for six 
months. This group was organized 
three years ago, and the results 
have been amazing. Discussions 
center on interdepartmental rela- 
tionships that are weak and aim at 
finding solutions for strengthening 
them. The following complaints, as 
recorded in the minutes of the con- 
ference, were brought to my at- 
tention and corrected: 

1. After cleaning the rooms, the 
maids often replaced wastebaskets 
so far under the beds as to be in- 
accessible. 

2. Instead of carrying mops and 
brooms from room to room, maids 
would sometimes leave them in the 
halls, thus creating an accident 
hazard. 

3. Girls using the aides’ room) 
put their feet on the furniture and 
dropped ashes on the floor. 

Copies of the minutes of. this 
group are sent to all members of 
the administrative council, and 
discussions are held to determine 
whether the conditions complained 
of can be corrected. 

Permitting employees to express 
themselves at these meetings with- 
out administrative supervision has 
proved an effective way to improve 
interdepartmental relationships. 
Most of the employees are now 
really interested in helping each 
other and when they are critical 
of each other’s department, they 
are polite, but definitely serious. 
We feel that the housekeeping de- 
partment has corrected some of its 
own mistakes and has assisted 
other departments in correcting 
theirs. The result has been the kind 
of teamwork every hospital ad- 
ministrator dreams about. . 
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BEDSPREAD LEADER FOR 10 YEARS! 


“PIPING ROCK” 


| Famous for room-right cheery colors 
| Famous for economical long-wear 
Famous for Bates-controlled quality 


The therapeutic value of pleasing color has spurred a 
| trend toward more colorful hospital rooms... has made 
“Piping Rock” in greater demand than ever. Besides 
its wide range of decorative shades, this increasingly 
popular ribbed cotton is favored for practical sturdi- 
ness...vat-dyed colors...preshrunk...perfectly washable, 
needs no ironing. See for yourself the beautiful colors 

and modern texture of Bates “Piping Rock” 

—now in its tenth year of serving America’s 


~ progressive hospitals. 


CITED FOR SERVICE! 


Some of the satisfied users in just 
one area include: 


J. LEWIS CROZER HOSPITAL 
Chester, Pa. 


17 HARMONY COLORS! Rose, Cherry, Scarlet, Lacquer Red, Wine, Maas, Pine Creen, 


ENGLEWOOD HOSPITAL 
Englewood, N. J. 


FITKIN HOSPITAL 


Neptune, N. J. Aquamarine, Monte Blue, Royal, Yellow, Mushroom, Copper, Brown, Carbon Crey, Mist, White 
Hackensack, N. J. « SWATCHES OF ALL 17 DECORATIVE “PIPING ROCK” COLORS. MAIL COUPON TODAY! 
Newark, N. J. 
Bates Fabrics, Inc., Institutions Dept. HP-8 
PERTH AMBOY GENERAL HOSPITAL 112 West 34th Street, New York IN. Y. 


Perth Amboy, N. J. 


ST. AGNES HOSPITAL 
Philadelphia, Pa. 


>» Please send free swatched folder of ‘Piping Rock” 


HOSPITAL 
oF 
Be sure to visit us at Booth 891 ppenns 
American Hospital Association Show 
city Grate 


International Amphitheatre, Chicago, Illinois 
September 17th to 20th 
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N VIEW OF the sizable sum spent 

by the hospital each year for 
supplies and equipment, the skill 
or lack of skill displayed by the 
purchasing department may well 
be the factor determining a red or 
black figure on the profit and loss 
statement. The purchasing agent 
who is looking ahead devotes con- 
siderable attention to the selection 
and development of a trainee as- 
sistant. The better trained his as- 
sistant, the better the department 
as a whole will function. 

Among the best candidates for 
this position are hospital admin- 
istration students engaged in part- 
time academic studies who have 
little or no previous hospital ex- 
perience and are full-time em- 
ployees. Training in purchasing 
will provide these students with 
the background and experience 
that will be valuable to them as 
administrators, especially in small- 
er hospitals where they will also 
function as purchasing agents. 

For the large number of hospi- 
tals which do not have access to 
hospital administration students, 
the most likely candidates for as- 
sistant to the purchasing agent will 
be found among young men fresh 
out of high school. If the purchas- 
ing department can attract a man 
in this category and hold him for 
at least three years, at the end of 
this period the man should be able 
to carry on under his own power 
with little difficulty. 


Donald F. Scalzo is rchasing t 
at Grant Hospital, Chicago. — 
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how tohire 


and train an assistant 


Actually, a man just out of high 
school might prove the better choice 
for a purchasing trainee, since his 
training period would be longer 
and he would have no immediate 
aspiration or education for top ad- 
ministrative positions. It is also 
likely that he would remain in the 
purchasing field longer, gaining 
valuable knowledge of materials, 
equipment and techniques. 

Qualities to look for in selecting 
a purchasing trainee include the 
following: 

An ability to deal with the pub- 
lic tactfully and pleasantly; a per- 
sonality of sufficient force to com- 
mand the respect of his superiors 
and of persons with whom he car- 
ries on business; a willingness to 
do detailed work in order to ac- 
quire know-how; more than an 
ordinary degree of analytical rea- 
soning power so that he will be 
able to make correct decisions 
quickly; and, if the stores control 
is under the supervision of the 
purchasing department, no objec- 
tion to occasional physical labor. 
If all these qualities—or at least 
most of them—are present, then 


the nucleus of a “career” purchas- — 


ing agent is at hand. 

Assignment of duties to the as- 
sistant purchasing agent must be 
done in steps. If there is no sec- 
retary in the purchasing depart- 
ment, the first duties will of 
necessity be secretarial and cleri- 
cal. Typing purchase orders will 
familiarize the trainee with medi- 
cal and scientific terminology and 


will give him a picture of the 
variety of commodities purchased 
by the hospital, the costs involved 
and the quality to be expected in 
specific items. 

Incoming telephone calls should 
be screened by the assistant. In so 
doing, he can prevent routine mat- 
ters from consuming the time of 
the purchasing agent and learn 
something of the variety of prob- 
lems which confront the purchas- 
ing department. Answering the 
telephone will help the trainee to 
establish relationships with per- 
sons in other departments; from 
their problems he will gain knowl- 
edge of the interdependency of the 
purchasing department and other 
hospital departments in their day- 
to-day operations. 

If a perpetual inventory record 
is kept by the purchasing depart- 
ment the purchasing assistant could 
easily assume the duty of record- 


’ ing the entries. If storeroom requi- 


sitions — pricing, price extensions 
and account classification — are 
processed in the purchasing de- 
partment, this operation also can 
be carried on by the trainee. 
Such assignments help the 
trainee to learn in what quantity 
supplies are used by different de- 
partments and give him knowledge 
of individual departmental costs. 
These assignments can ‘be given 
to the trainee immediately since 
they all are routine and quickly 
learned. While all may not be as- 
signed permanently, or at any one 
given time, each should be taught 
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LINDE oxygen itself may be invisible, but 


the “extras” you get with it are easily seen. 


Motion pictures, monthly bulletins, hand- 
books, and technical aids are available free of 
charge to users of Linpe Oxygen U.S.P. This 
material is designed to help hospital personnel 
to administer oxygen effectively, economically, 


and safely. 


In addition, special LinpE representatives 
assist hospitals in solving specifie problems 
pertaining to oxygen therapy. Call Linpe 
when problems arise or, better still, call before 
they arise. Frequently Linpe can help you to 


avoid them. 


A Divition of ‘ 4 
Union Carbide ond Carbon Corporation 
30 East A2nd Street, New York 17, M Y, 
in Canadas UNDE AIR PRODUCTS COMP 
Division of Union Corbide Conade Ofonto 
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until the procedure is learned and 
becomes part of the individual's 
experience. 


DELEGATE ACTUAL PURCHASING 


The next step in training a pur- 
chasing assistant is to delegate 
some of the actual purchasing. 
Purchase of stationery items, forms, 
household goods and routine sun- 
dries can be delegated to the 
assistant. At the beginning, his 
choices and price sheets should be 
reviewed, but after he has exhib- 
ited the ability, he should be al- 


lowed to complete the transactions 
using his own judgment. This step 
is important, because it will give 
him confidence in himself and his 
abilities. If the trainee is not al- 
lowed complete control over cer- 
tain delegated areas, he will lose 
interest in his job. By delegating 
certain duties the purchasing agent 
frees himself for other more com- 
plex problems. 

If staple goods are obtained 
through the purchasing depart- 
ment, this area of responsibility 
can be delegated with ease. Food 


are all especially designed 
for convenience in con- 
junction with the use of 
B-P GERMICIDE. 


B-P FORMALDEHYDE 
GERMICIDE 


HEXAC HLOROPHENE (6.11 °) 


KILL vegetative pathogens and spore formers within 
5 minutes.” 


KILL the spores themselves within 3 hours.” 


KILL tubercle bacilli within 5 minutes.* 


*Tredemerk of Sinder Corp. 


Used as directed, it will not injure keen cutting edges, points of 
hypodermic and suture needles, scissors and other ‘sharps’ . . . nor 
rust, corrode or otherwise damage metallic instruments. 


IT’S THE ECONOMICAL ANSWER towards keeping annual costs 
for solutions and instrument replacement and repairs at a minimum. 


May be used repeatedly if kept undiluted and free of foreign matter. 


Ask your dealer 


*Comparative chart sent on request 


PARKER, WHITE & HEYL, INC. 
Danbury, Connecticut, U.S.A. 


salesmen yisiting the hospital are 
excellent sources of information 
for the trainee. He can learn the 
differences in foods, specifications, 
varieties, and other pertinent fac- 
tors while he is doing the purchas- 
ing according to requirements listed 
by the dietary department. 

It is always wise to allow the 
trainee to hear conversations con- 
cerning equipment and supplies. 
When purchase of large equipment 
is being considered or a remodel- 
ing project is being discussed, the 
trainee will gain valuable know!l- 
edge by being allowed to “sit in,”’ 
even though he will not be con- 
cerned with any aspect of their 
purchase. 


ABILITY GOVERNS ASSIGNMENTS 


The expansion of actual pur- 
chasing duties must, of course, be 
determined by the purchasing as- 
sistant’s ability. After the prelim- 
inary period, however, it should 
be evident whether the person is 
capable of assuming duties that 
allow him more freedom and give 
him responsibility. Should the in- 
dividual not exhibit these quali- 
ties, it would not be wise to at- 
tempt to delegate more complex 
duties, since difficult situations 
involving other hospital depart- 
ments might be created through 
a misjudgment. If it becomes evi- 
dent that the trainee cannot com- 
prehend, has poor retentive powers, 
or is not attentive to explanations, 
it would be best to keep him at a 
clerical level and find another posi- 
tion for him elsewhere in the hos- 
pital, 

Purchasing procedures can best 
be learned by actual performance 
of the work. This becomes an on- 
the-job training program, and can 
create an area of employment for 
young people with good chances 
for advancement. Administratively, 
it is one of the few positions in 
the hospital that does offer some 
future. It is in making this posi- 
tion one of importance and follow- 
ing a definite teaching plan for it 
that the desire to become a capable 
hospital purchasing agent can be 
instilled into young men. 

The position of purchasing agent 
is attractive financially and is be- 
coming more so as its importance 
in the hospital is more fully ac- 
knowledged by administrators and 
boards of directors. . 
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Adjustable foot stool (13A-1) 

Manufacturer's description; Adjustable to 
any bed height, this new foot stool 
fastens to the bed and swings up 
under it when not in use. Recessed 


rubber safety-grip surface pre- 
vents slipping. Rubber bumpers on 
leg of stool deaden sound and pre- 
vent marring floor. Price is $12.95 
each. 


Mop dressing (13A-2) 


Manufacturer's description: Formulated 
for safe use on asphalt tile floors, 
it is equally effective on all types 
of floors. The 
mop dressing 
can be sprayed 
or sprinkled on 
the mop the 
night before 
use. It mag- 
netically attracts dust and holds 
it to the mop. Just shake mop to 
release dust. In testing the new 
dressing, a piece of asphalt tile 
was partially submerged in a solu- 
tion of the liquid and left for 24 
hours. When taken out it was im- 
possible to tell which end of the 
tile had been in the solution. 


Manual fire alarm system (13A-3) 
Manufacturer's description: This manual 
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fire alarm system provides pre- 
liminary coded signals for author- 
ized personnel without sounding a 
general alarm. Operation of single 
action alarm station sounds only 
the pre-signal devices on the sys- 
tem. Alarm stations are stream- 
lined and use a simple pull-down 
action. 


Stair climbing truck (13A-4) 

Manufacturer's description: Electrically 
welded for utmost rigidity, this 
new truck is built with a heavy 
1” O.D. tubular steel frame. The 
noseplate is of heavy 3/16” steel. 
Semi-pneumatic steel disc wheels 
run easily on rough surfaces. The 
two rocker-arms act like an extra 
pair of wheels, keeping the truck 
on a constant line for friction-free 
travel. Load capacity is 600 lbs. 


Stainless steel nesting server 
(13A-5) 

Manufacturer's description: Made of solid 
stainless steel, this 10-ounce nest- 
ing server is designed as a versa- 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the fleld. 
The Editors. 


tile utensil for all types of indi- 
vidual service, It has a one-piece, 
no-drip, sanitary spout and a cov- 
er-all top with an extended lip 
that seals the spout when the cover 
is closed. The cover hinges to 180 
degrees and is recessed to permit 
stacking. Other features include a 
welded insulated handle and an 
attractive border design around 
the upper rim of the server. 


Scissors grinding unit (13A-6) 

Manvtacturer's description: This new 
grinder makes it possible to hollow 
grind and hone scissors because 


Adjustable foot stool (13A-1) 
Mop dressing (13A-2) 

Manval fire alarm system (13A-3) 
Stolr climbing truck (13A-4) 


Scissors grinding unit (13A-6) 
New hospital bed (13A-7) 
Butterfly closures (13A-8) 


Brush cotalog (13AL-1) 
Partitioning installations (13AL-2) 
Water stilis (1 3AL-3) 


Medical instruments for use with 
radioisotopes (13AL-5) 
Lighting units (13AL-6) 


Stainless steel nesting server (13A-5) 


Equipment for mail rooms (13 AL-4) 


[] Please send my name direct to the manufacturer. 
[] Please send the name of the manufacturer te me. 


PRODUCT NEWS 


Gas-fired incinerator (13A-9) 

Dust absorber (13A-10) 

Luminous ceilings (13A-11) 

Metal cabinet lock (13A-172) 

Room air conditioner (13A-13) 

New speech prompter (13A-14) 
X-ray flim dryer (13A-15) 

Hydraulic traction machine (13A-16) 


PRODUCT LITERATURE 


Recipe cards (1 3AL-7) 

Dishes and steam table wore (1 3AL-8) 
Kitchen machines (13AL-9) 

Report on the use of piped music 
(13AL-10) 

Elevators (13AL-11) 

Procedure manval (13AL-172) 


(Please type or print in pencil) 
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| A scrub-up sink that's easy to keep sterile. This special vitreous glazed, all-ceramic product resists thermal shock, 
. abrasion, acid and stains. Withstands expansion and contraction without crazing. Special shope permits surgeon to 


scrub to shoulder without touching unsterile parts. 
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for two reasons: 


If you ask your architect, he'll probably tell you that 
Crane is the outstanding authority on hospital plumbing 


1) Crane carries on continuous research, keeping 
abreast of the newest hospital techniques. 


2) Crane uses this information to develop a complete 


Crane Hygiene lavatory de- 
signed especially for patients’ 
and nurses’ use. Has integrol 
shelf for water pitcher, toilet arti- 
cles and other patient needs. Six- 
inch-high end splash optional. 
Equipped with wrist-action Dial- 
ese controls for easy and positive 
operation. Crane Dial-ese means 
longer life—less maintenance. 


CRANE CO. General Offices: 836 South Michigan Avenue, Chicago 5 
VALVES ¢ FITTINGS © PIPE * KITCHENS * PLUMBING * HEATING 
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New from Crane. This emergency 
bath of Duraclay is one of the special- 
ized fixtures developed by Crane for 
hospital use., Its shallow depth aids in 
movement of patient from and to litter. 
Has thermostatically controlled water 
supply with Deviator spout for divert- 
ing water to spray. Vacuum breaker 
safeguards sterile water supply 


against back siphonage. 


line of fixtures as specialized for today’s hospital 

as your x-ray equipment. 

This means that when your hospital is Crane-equipped, 
it’s as modern in its plumbing as in its radiological labora- 
tories. Because every fixture is specially designed for its 
particular job, repair and maintenance problems, of course, 
are reduced to a minimum. 


Why not talk to your architect about Crane. You'll find 
he agrees with your preference for Crane hospital fixtures. 
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of the specially formed discs which 
give the correct hollow grind arc 
to the inner face of the scissors 
blades. The machines have a 12- 
degree rest for positioning the 
scissors for grinding and honing. 
A complete unit ready to plug in 
occupies only 44%” x 6” of space. 
The unit sells for $34.95. 


New hospital bed (13A-7) 

Manufacturer's description: This single- 
action multiple height hospital bed 
has a single crank which raises 
and lowers the bed quickly and 


efficiently between home and 


hospital bed height. A new type 
permanent counterbalanced spring 
mechanism reduces the necessary 
number of turns to 27, averaging 
less than 20 seconds to raise the 
entire bed from home to hospita! 
bed height. 


Butterfly closures (13A-8) 

Manufacturer's Description; Designed as 
a time-saver, these new sterile, 
waterproof wound-closures elim- 
inate the old time-consuming pro- 


cedure of hand cutting and folding 
or “flaming” the tape. A non- 
adhering center section prevents 
sticking to the wound, while the 
adhesive firmly holds wound edges 
together. Each box contains 100 
closures ready for use. 


Gas-fired incinerator (13A-9) 

Manufacturer's description: Ideal for smal! 
institutional applications, this four- 
bushel, automatic, gas-fired incin- 
erator is AGA approved for use 
with natural, manufactured, mixed 
propane, and LP gases. An atmos- 
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pheric ribbon-type flame burner 
which consumes a maximum of air 
and a minimum of gas is used to 
give more efficient operation. 


Dust absorber (13A-10) 


Manufacturer's description: By treating 
your dust mop or cloth with this 


chemical dust absorber, you can 
quickly remove dust from floors, 
furniture, woodwork, and win- 
dows as well as from shelves, 
radiators, and other hard-to-keep- 
clean places. Since it contains wax, 
the dust absorber also helps to 
polish floors and furniture, Dust 
mops and cloths in normal use 
need to be treated only once a 
week. 


Luminous ceilings (13A-11) 


Manvfacturer's description: This new and 
complete electrical package sim- 


plifies installation and mainte- 
nance of luminous ceilings by 
combining support frame and light 
source in one pre-wired and pre- 
assembled unit. The light-diffusing 
panels are lightweight corrugated 


strips of translucent white vinyl 
sheet supported by the pre-assem- 
bled unit below fluorescent lights. 
An electrician need supply only 
enough conduit and wire to con- 
nect the unit with switch boxes. 


Metal cabinet lock (13A-12) 


Manufacturer's description: Rever- 
sible for either right or left hand 
doors, the new lock permits either 
47° or 90° knob movement, either - 
clockwise or counter-clockwise. 
Plug and cylinder insert are easily 


removable for replacement or re- 
keying. The lock is regularly 
furnished with four pin tumblers, 
but can be supplied with five pin 
tumblers. Locks used on narcotic 
lockers and restricted-access cab- 
inets are designed so that the key 
cannot be removed in the unlocked 
position. 


Room air conditioner (13A-13) 


Manufacturer's description: Completely 
re-engineered and restyled, this 


room air conditioner is enclosed 
in an 18-gauge, furniture-styled 
steel cabinet, measuring only 29” 
high, 18” wide and 18” deep. It 
can be moved from room. to room, 
rolling easily on rubber composi- 
tion wheels. Push-button controls 
are located behind a hidden panel 
and the machine can be operated 
as an air circulator or as a cooling 
unit. Although water-cooled, it 
does not require permanent fit- 
tings. 

New speech prompter (13A-14) 
Manufacturer's description: Fitting un- 
obtrusively on any rostrum, the 
unit is operated by a palm-sized 
hand control. The speaker, using 
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Many factors effect a sale — 
personality, friendship, a 
convincing manner, a good 
“pitch”. 


But there is only one factor 
in a re-order — COMPLETE 
PRODUCT SATISFAC- 
TION! 


When hospitals re-order 
HAUSTED stretchers it 
means they want HAUSTED 
stretchers over all others, it 
means HAUSTED stretchers 
HAVE SOLD THEM- 
SELVES—IN USE—HAVE 
GIVEN COMPLETE PROD- 
UCT SATISFACTION, 


Listed below are some of the hospitals that have re-ordered HAUSTED 
stretchers FOUR TIMES! Hundreds of others have re-ordered twice, 
three times, even five and six times! 


Ohio State University Hosp. Cabarrus Memorial St. Mary's Mercy Baroness Erlanger Mount Carmel 
Columbus, Ohio Concord, North Carolina Gary, Indiana Chattanooga, Tenn. Columbus, Ohio 
St. Joseph's Good Samaritan Lima Memorial Lewistown Hospital 
Denver, Colorado Phoenix, Arizona Lima, Ohio Lewistown, Pa. + pa Im mpewtete 
t 

Halifax District Kings County Hospital Veterans Administration Mayview State owpert News, Virgints 
Daytona Beach, Florida Brooklyn, New York Togus, Maine Mayview, Pa, 

Tampa Municipal 
Homer G. Phillips Veterans Administration Medical College Middletown Reopttat Tampa, Florida 
St. Louis, Missouri Dayton, Ohio Charleston, 8. C. Middletown, Oh 
University Hospital Hinsdale San. and Hosp. Marymount McKeesport Hospital Union Hospital 
Cleveland, Ohio Hinsdale, Illinois Garfield Heights, Ohio McKeesport, Pa. Fall River, Mase. 


SEE OUR COMPLETE DISPLAY AT YOUR REGIONAL CONVENTION MEDINA, OHIO 
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the control, can regulate the speed 
of the script as it moves across 
the Uluminated viewing face of 
the device. It can also be set to run 
at a steady pace. Each script spoo!) 
can hold more than one hour’s 
speech material. 
A special type- 
equipped with 
large %” type 
for preparation 
of scripts, has 
been developed 
for use with the 
speech prompter. 


X-ray film dryer (13A-15) 


Manufacturer's description: This self- 
contained unit is designed for dry- 
ing standard size x-ray films up 
to 14x17 inches. Films may be left 
in the dryer without ill effects to 
the base or emulsion, As many as 
16 films can be loaded at one time 
with a drying time of 16 minutes. 
For more urgent situations, eight 


films can be completely dried in 
only eight minutes. The actual 
drying is accomplished by even 
distribution of radiant heat over 
the film area. The generation of 
heat is thermostatically controlled 
so the set temperatures may be 
maintained with the drying cham- 
ber, 

Hydraulic traction machine 
(13A-16) 

Manufacturer's description: This new 
unit automatically compensates for 
movement of the patient without 
any variance in the degree of 


tension exerted by the traction ap- 
plication. Patients can move as 
much as 18 inches without affect- 
ing the traction effort. Traction is 
exerted hydraulically, with 
smooth, gradual application and 
release. Tension can be controlled 
from 0 to 100 pounds with accur- 
acy. Simplified controls enable the 
operator to pre-set the time of 
treatment, to select steady or in- 
termittent traction, and, where 
intermittent traction is prescribed, 


to accurately set the treatment 
cycle with the exact number of 
seconds for tension and relaxation. 


biterature 


(SEE COUPON ON PAGE 67) 


Brush catalog (13AL-1)—-This cat- 
alog shows a complete line of 
brushes, mops, and handles. Of 
particular interest is the glossary 
on the main materials used in 
brush building. 


Partitioning installations (13AL-2)— 
Showing typical installations, this 
bulletin illustrates the use of par- 
titioning as a method of saving 
space, The partitions use fancy 
woods, plywood, plasterboard, or 
glass. 

Water stills (13AL-3) — This 48- 
page catalog provides complete 
comprehensive technical informa- 
tion on a complete range of water 
stills, from laboratory models to 
large industrial units producing 
thousands of gallons per day. A 
feature of the catalog is the seven- 
step, pictorialized description of 
how this still operates. 


Equipment for mail rooms (13AL-4) 

This new catalog contains photo- 
graphs, dimensions and construc- 
tion materials of a line of mail 
room equipment, as well as infor- 
mation to be used as a guide in the 
purchase of equipment, Lock box 
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specifications are included, There 
is also information about the lay- 
out service available to hospitals. 


Medical instruments for use with radio- 
isotopes (13AL-5)—A catalog and 
price list giving descriptions and 
technical details of various medi- 
cal instruments for use with radio- 
isotopes. 


Lighting units (13AL-6)—This cat- 
alog gives specifications, descrip- 
tions and materials used in the 
fixtures designed for lighting hos- 
pital rooms. Price sheet is included. 


Recipe cards (13AL-7) — Institu- 
tional quantity recipe cards using 
cling peaches are offered. Approx- 
imate food cost per portion is given 
on each recipe. 


Dishes and steam table ware (13AL-8) 
—This eight-page catalog illus- 
trates a variety of stainless steel 
dishes and steam table ware. The 
pans are designed to nest rim to 
rim, saving time and storage space. 


Kitchen machines (13AL-9)—Illus- 
trating a line of kitchen machines, 
this new catalog shows for the first 


time a line of new choppers rang- 
ing from 1/3 HP to 25 HP; a meat 
and food mixer, and larger dis- 
posers up to 5 HP. Also shown are 
a recently announced bench peeler 
and a counter dishwasher. 


Report on the use of piped music 
(13AL-10)—-This is a complete 
survey of supervisors and workers 
at a large company with respect 
to their reaction to piped music. 


Elevators (13AL-11)—This 24-page 
booklet outlines the special prob- 
lems and requirements of passen- 
ger and freight elevatoring and 
dumbwaiter service in hospitals, 
and describes the latest develop- 
ments in vertical transportation to 
meet them. Services to hospitals 
and specialized institutions are de- 
scribed, including engineering and 
planning, modernization and main- 
tenance service. 


Procedure manual (13AL-12)—The 
second of a series of procedure 
manuals being made available to 
student and graduate nurses is now 
ready. Both manuals can be ob- 
tained in single and multiple 
amounts. 
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Clip-Sharps 
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Remove cover — hold box in one hand. With other 
hand lift one wire holder (24 Blades) from box. 


Grasp the wire clip between thumb ond index 
finger and squeeze the wire. This releases the ten- 
sion and enables the blades to be easily removed 
from the clip. 


Holding the biedes between themb end index 
finger, simply slip them onto the rack. It's quick 
ond easy! 
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with 


TRADE MARK 


Clip-Sharps” are convenient wire clips containing 
24 unwrapped A.S.R. Command Edge Surgical 
blades. There are six clips per box, protected by 
rust inhibiting paper. 


Any sterilizing rack and any reliable, non-corrosive 
sterilizing agent may be used. 


If you do not wish to sterilize the entire clip of 24 
blades, remove only the required number from the 
clip and place them on the rack arm. 


All A.S.R. Surgical Blades are Sharpometer tested. 
The A.S.R. Sharpometer, only device of its kind, 
measures the critical edge-fineness of every lot of 
A.S.R. Surgical Blades. These tests enable A.S.R. 
to guarantee .. . precise, uniform sharpness and 
dependability for every single blade! 


“NOW! For extra convenience, blades are alternated 
on clips”. 


Available through your Surgical Dealer. 
Write for further information. 


HOSPITAL DIVISION 


AMERICAN SAFETY RAZOR CORP. 
380 MADISON AVENUE 
NEW YORK 17, N.Y, 
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news 


Ropert K. ADLER has been ap- 
pointed assistant director of Jew- 
ish Hospital of Brooklyn, N. Y. 
During the past six years Mr. 
Adler has served as medical social 
worker and administrative assist- 
ant at the hospital. 


Horace L. BURGIN has been ap- 
pointed administrator of Los Ala- 
mos (N, Mex.) Medical Center. He 
had been a member of the Barnes 
Hospital administrative staff since 
March 1954. 

Prior to his St. Louis post, Mr. 
Burgin had served as administra- 
tor of Burge Hospital, Springfield, 
Mo., and Harnett County Hospital, 
Dunn, N. C. 

He is a graduate of Northwest- 
ern University’s course in hospital 
administration, having served as 
president of the program’s alumni 
association in 1952-53. 


HAROLD M, Coon, M.D., has been 
appointed Milwaukee (Wis.) 
County Hospital administrator, ef- 
fective Septem- 
2. 
Coon’s new du- 
ties will include 
supervision of 
the county gen- 
eral and emer- 
gency hospitals. 
He succeeds 
Harry W. Sar- 
GEANT, M.D., 
who has reach- 
ed the manda- 
tory retirement age. 

Dr. Coon has served as superin- 
tendent of University of Wisconsin 
Hospitals at Madison for the past 
15 years. He is also professor of 
hospital administration at the Uni- 
versity’s medical school, and until 
last June, was executive secretary 
of the medical school. 

A graduate of the University of 
Pennsylvania Medical School, Dr. 
Coon has served as associate di- 
rector and medical director of the 
River Pines Sanatorium, Stevens 
Point, Wis., and as superintendent 
of the Wisconsin State Sanatorium 
at Statesan. 

Dr. Coon is currently serving as 
a trustee of the American Hospi- 
tal Association. A past president 
of the Wisconsin Hospital Associa- 


DR, COON 
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tion, he was given the WHA award 
of merit in 1955 for outstanding 
achievement in the field of hos- 
pital administration. 

Dr. Coon is a member of the 
American Medical Association, a 
diplomate of the American Board 
of Internal Medicine and a fellow 
of the American College of Hos- 
pital Administrators. 


FREDERICK H. GIBBS has 


been appointed director of the In- 
teragency 


Institutes for Federal 
Hospital Ad- 
ministrators at 
Walter Reed 
Army Medical 
Center, Wash- 
ington, D.C. For 
the past four 
years Colonel 
Gibbs has serv- 
ed as director 
of the Depart- 
cot. eres ment of Admin- 

istration, Army 
Medical Service School, Brooke 
Army Medical Center, Fort Sam 
Houston, Tex. COL. WILLIAM A. 
HAMRICK will take over Colonel 
Gibbs’ duties at the Center, in- 
cluding the directorship of the 
Baylor University-Army program 
in hospital administration. 

In his new assignment Colonel 
Gibbs will be responsible to a 
governing board composed of two 
members from the Executive Of- 
fice of the President of the United 
States, and one _ representative 
from each of the federal hospital 
systems. He will direct. short 
courses for administrative officers 
from hospitals of the systems. 

Colonel Gibbs has served as 
chairman of the Committee on 
Methods Improvement of the 
American Hospital Association 
Council on Administrative Prac- 
tice. 


HAROLD H. HIXSON has been 
appointed administrator of the 
hospitals at the University of Cali- 
fornia Medical Center, San Fran- 
cisco. He succeeds the late WIL- 
LIAM B, HALL. 

For the past two years Mr. Hix- 
son has been serving as associate 
hospital administrator at the Cen- 
ter. JEROME M,. YALON, the Cen- 


hospital 
Mr. 


assistant 
will assume 


ter’s present 
administrator, 
Hixson’s post. 

Mr. Hixson joined the University 
of California staff in 1947 as as- 
sistant business manager on the 
Berkeley campus and administra- 
tor of the Ernest V. Cowell Me- 
morial Hospital, Berkeley. 


EpwWArpD H. Leveroos, M.D., has 
been appointed director of Ochs- 
ner Foundation Hospital, New 
Orleans. He is 
now director of 
the American 
Medical Asso- 
ciation Division 
of Hospitals and 
Graduate Edu- 
cation of the 
Council on 
Medical Educa- 
tion and Hospi- 
tals. 

During his 
period at the AMA, Dr. Leveroos 
was responsible for the planning, 
organization and direction of the 
activities of the graduate educa- 
tion section of the council, includ- 
ing the program of approval of 
hospitals for intern and residency 
training. 

Dr. Leveroos succeeds LESTER L. 
WEISSMILLER, M.D., who resigned 
to accept a position with the Vet- 
erans Administration in Chicago. 

Dr. Leveroos received his M.D. 
degree from the University of 
Minnesota Medical School and a 
master’s degree in hospital admin- 
istration from Northwestern Uni- 
versity. 


DR. LEVEROOS 


ELMER W. PAUL. has been ap- 
pointed administrator of Burge 
Hospital, Springfield, Mo. He suc- 
ceeds NEIL WorTLEY, who has 
been named a hospital administra- 
tive consultant of the Department 
of Public Health and Welfare of 
Missouri, Jefferson City. 


Sister M. RADEGUNDIS, O.S-F., 
R.N., has been appointed adminis- 
trator of St. Clara’s Hospital, 
Lincoln, Ill. Sister Radegundis has 
been associated with St. John’s 
Hospital, Springfield, Il, for the 
past 19 years, 11 of which were 
spent as personnel director. 
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The Soap Youll LIKE BEST/ 


We asked hospitals—just like yours—what features you would suggest 
for the perfect toilet soap. You said you wanted specially sized cakes . . . a 
special fragrance . . . a hard-milled economical soap. And here it is—Colgate’s 
BEAUTY WHITE! The soap you'll like best. . . because you helped us create 
it. Make your next order BEAUTY WHITE. Your patients will appreciate it— 
and you ll save money! 


. “ Packed unwrapped for your convenience. 12 oz.—300 in case, 3 oz.— 144 in case. 
\ Also available wrapped in 2-012. size only— 1,000 in case. 


* FINEST QUALITY SOAP * GIVES ABUNDANT LATHER IN ALL TYPES OF WATER * UTMOST IN ECONOMY 
* SAME BASE—SAME PLEASING FRAGRANCE—AS COLGATE’S FLOATING SOAP 


f And For Your Private Pavilion—Mili FREE! New 1956 Handy Soap and Syn- 1 


P and Gentle Palmolive Soap in its famous green thetic Detergent Buying Guide. Tells you 
wrapper. Quick lathering, meets highest hospital the right product for every purpose. Ask 
standards for purity, mild and easy on the skin. your C.P. representative for a copy, or 
Write for sizes and prices. write to our Industrial Department. 


300 Pork Ave., New York 22,N.Y. Atlanta 5,Ga. Chicago II, ill. 
Kansas City 5, Kons. + Berkeley 10, Calif. 
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NEW CONCEPT IN URINE-SUGAR TESTING 


CLINISTIX 


TRADEMARK 


REAGENT STRIPS 


specific enzyme test for urine glu 


complete specificity... unaffected by non- 
glucose reducing substances... differenti- 
ates glucose from other urine-sugars... 
thousands of tests reveal no substance 
causing a false positive. 


extreme sensitivity ...detects glucose con- 
centrations of 0.1% or less. 


utmost simplicity and convenience...a 
CLINISTIX Reagent Strip moistened with 
urine turns blue when glucose is present. 


qualitative accuracy...used whenever 


AMES COMPANY, INC 


Ames Company of Canada, Ltd., Toronto 


cose 


POSITIVE NEGATIVE 


Strip No 
turns blue 
blue color 


presence or absence of glucose must be 
determined rapidly and frequently. 
CLINISTIX does not attempt to give quan- 
titative results because so many factors in 
urine influence enzyme reactions. 


economy...CLINiISTIX saves time and 
cuts costs...each strip is a complete test 
rapidly performed without reagents and 
equipment. 


available: Packets of 30 CLinisTix Re- 
agent Strips in cartons of 12—No. 2830. 


* ELKHART, INDIANA 
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NEWS 


Washington Report 


Congress made some progress during June toward putting the 
Eisenhower health program, submitted January 26, into the statute books. 
Congress has approved bills carrying out four of the 16 Eisen- 
hower proposals: establishment of a medical care program for mili- 
tary dependents; establishment of a program for a continuing collec- 


tion of statistics on sickness and 
disability; extension of the water 
pollution control program, and ex- 
tension of the Poliomyélitis Vac- 
cination Assistance Act of 1955. 

In addition, the Senate has 
passed the Health Amendments 
Act of 1956, which includes five 
more of the President’s proposals 
—training of practical nurses, 
training of graduate nurses, train- 
ing of public health specialists, 
extension of the Hill-Burton pro- 
gram, and the authorization of 
mental health special project 
grants. 

The act represents the core of 
bipartisan health support evident 
in the closing days of this Congress. 

Sen. Lister Hill (D-Ala.), speak- 
ing on the Health Amendments 
Act of 1956, said: “.. . This legis- 
lation is the result of very thor- 
ough and extensive hearings after 
which the committee sought con- 
sultation with the Department of 
Health, Education, and Welfare, 
and after which representatives of 
that department sat around the 
table with the subcommittee on 
health of the Senate Committee 
on Labor and Public Welfare. All 
are agreed on the proposals and 
items embodied in the bill.” 

Sen. H. Alexander Smith (R- 
N. J.), in giving support to the 
measure, said: “... I wish to point 
out that we have not completed 
the job, and I think that before 
adjournment the Congress will 
want to carry out the other recom- 
mendations of our great President 
whose interest in the health of the 
American people is well known...” 
Sen. Smith specifically called for 
congressional ‘action on federal! 
grants for mortgage loans, an ex- 
panded program of medical care 
for the indigent, a health insur- 
ance program. for federal em- 
ployees, a construction program of 
sanitary facilities for American 
Indians, and establishment of a 
health reinsurance program. 
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On the House side, the Health 
Amendments Act has been split 
into three bills. One bill contains 
those portions of the Senate meas- 
ure relating to aid for the training 
of graduate nurses, supervisory 
and teaching specialists, and prac- 
tical nurses. A separate bill pro- 
vides a two-year extension of the 
Hill-Burton program and a third 
bill covers the special. mental 


health project grant section of the 
Senate bill. 

Testifying before a House sub- 
committee considering the first of 


DR. CHARLES C. HILLMAN 


these three bills, Dr. Charles C. 
Hillman, trustee of the American 
Hospital Association, supported the 
legislation. He said each of the 
training proposals was necessary 
and desirable and that they offer 
a practical and immediate means 
of increasing the nation’s supply 
of trained health personnel. 
Federal Employees Health insurance 
The House Committee on Civil 
Service opened hearings last 
month on two bills which would 


Senate Passes Amendments Act 
Medical Bills Before House 
AHA Speaks Against Bolton Bill 


provide federal workers with ma- 
jor medical coverage. One, intro- 
duced by committee Chairman 
Tom Murray (D-Tenn.), is a 
compromise measure attempting 
to meet Blue Cross-Blue Shield 
objections to the other medical 
coverage bill, which is favored by 
the administration. 

Rep. Murray's bill provides for 
major medical coverage, but in- 
structs the Comptroller General of 
the United States to study the 
feasibility of payroll deductions 
for federal workers to make pre- 
mium payments on a basic health 
coverage plan. 

The AHA, testifying on these 
bills, said “major medical insur- 
ance should be designed to supple- 
ment, and not to duplicate or 
replace the protection which is 
generally assured by basic health 
plans.” 

The first and most important 
step in providing health protec- 
tion for government employees 
should be to permit payroll deduc- 
tions for this purpose and to sup- 
plement them by government 
contribution, the Association said. 
In expressing its concern with 
both bills, the Association said 
neither proposal assured govern- 
ment workers of basic health pro- 
tection. 

Association testimony listed 
three principles pertinent to the 
committee’s consideration of the 
federal employee health bills. 
These were: hospital and medical 
care should be made available, as 
widely and as economically as 
possible, on a prepayment basis; 
the care afforded in this fashion 
should be as comprehensive as it 
can be made, and as much of the 
care as possible should be provided 
on a “service” basis, without cost 
to the patient beyond the sub- 
scription charge paid in advance. 

Nursing Study 

During June the AHA also testi- 
fied on the proposal by Rep. Fran- 
ces P. Bolton (R-Ohio) to estab- 
lish a National Commission on 
Nursing Services 

Kenneth Williamson, AHA as- 
sociate director, advocated a na- 
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tional study on nursing problems, 
patterned after the Mental Health 
Study Act of 1955. Federal grants, 
under the Association’s national 
nurse study program, would be 
made to qualified nongovernmental! 
organizations or commissions 
which would agree to undertake 
to make studies of specific aspects 
of nursing education and the pro- 
vision for nursing services. 

Areas to be studied, according 
to Mr. Williamson, are: 

® Distribution of nursing per- 
sonnel, 

®@ Geographical shortages of per- 
sonnel or services. 

® Financing of nurse education. 

® Requisites and standards of 
education for various levels of 
nursing personnel, 

Mr. Williamson offered the As- 
sociation’s proposal for an inde- 
pendent commission on nursing 
problems as an alternative to the 


original proposal, In commenting | 


on the Bolton bill he said, “I wish 
to place great emphasis on the fact 
that the American Hospital Asso- 
ciation is not opposed to this legis- 
lation just because it is a study... 
Our opposition to this study stems 
from the nature of its frame of 
reference, the method of selecting 
the commission, as well as the ad 
hoe character of such a commis- 
sion,” 

An additional advantage of an 
independent study commission, Mr. 
Williamson said, was that “experi- 
ence has demonstrated time and 
again that... to achieve results 
in any major study, a permanent 
body must exist to follow through 
with action, programs on the study 
group's recommendations. This ac- 
tion is insured where the partici- 
pating organizations are perman- 
ent, national associations.” 


Money for Medical Research 

The Senate has voted approval 
of its appropriations committee 
recommendation that $184.4 mil- 
lion of federal funds be allocated 
to increase federal activity § in 
medical research, This record 
amount represents an 87 per cent 
increase in appropriations to the 
National Institutes of Health, is a 
45 per cent increase over adminis- 
tration recommendations and a 36 
per cent increase over the total 
approved by the House. The com- 
mittee report was critical of the 
administration's assessment of the 
need for increased federal research 
funds. 

The Senate has also voted to 
double the medical research bud- 
get of the Veterans Administration 
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which would make $10 million 
available to that agency for the 
fiscal year beginning July 1. 


Conference on Aging 

In an effort to review and plan 
state and federal responsibility and 
action, the Federal Council on Ag- 
ing and the Council of State Gov- 
ernments cosponsored a conference 
on aging in June. 

Major recommendations in the 
physical and mental health field 
were: (1) grants-in-aid from fed- 
eral, state, and private agencies 
for (a) demonstration health serv- 
ices for the aging and (b) support 
of research, (2) funds for programs 
in medical schools and universities 
to teach students care of the aged; 
(3) refresher training programs 
to enlarge and strengthen com- 
munity resources in the fields of 
health, education, and welfare, 
and (4) action to expand and im- 
prove acceptable training schools, 
to step up recruitment, and to 
intensify community education on 
the problems of the aged. 


National Library of Medicine 

The Senate voted, June 11, for 
the establishment of a National 
Library of Medicine after Sen. Hill 
introduced an amendment which 
specifically directs that hospital 
administration be a health field 
from which members will be 
drawn for the National Library’s 
Board of Regents. Although Sen. 
Everett Dirksen (R-IIl.) and Sen. 
Paul Douglas (D-Ill.) both made 
strong appeals for locating the 
national medical library in Chi- 
cago, the Senate voted to maintain 
the library in Washington, under 
nominal supervision of the Public 
Health Service. 


Medical Care Expenditures 


Department of Commerce fig- 
ures in its May issue of the “Sur- 
vey of Current Business” show 
that approximately $14 billion was 
spent from public and private 
funds for health and medical care 
supplied to the civilian population 
in 1954. This figure does not in- 
clude construction costs and indus- 
try expenditures. 

The report states, “consumer 
expenditures represented about 76 
per cent and government expendi- 
tures 24 per cent. It is interesting 
to note that the government por- 
tion, covering federal, state, and 
local expenditures, inclusive of 
veterans, maternal and child 
health care, and research, has 
grown from 12 per cent in 1929 
and 19 per cent in 1947.” 

Total operating expenses of al! 


hospitals amounted to $5.2 billion 
for the year ending Sept. 30, 1954, 
the report stated, with the total 
about equally divided between 
governmental! (including military) 
hospitals, and nongovernmental 
hospitals. 

Expanding on the cost matter, 
the report said “the hospital care 
item has shown one of the strong- 
est trends among all the large 
items of consumer expenditures. 
It has increased more than any of 
the other medical care services 
since 1929, and by 1954 was 600 
per cent above 1929 and double 
the 1947 level. 

“Patient income (including 
amounts paid by insurance plans) 
equaled 90 per cent of the income 
of nonprofit short-term general 
and special hospitals in 1954—the 
remainder coming from gifts and 
bequests, and from grants, includ- 
ing government payments.” 

Doctor Study Proposed 

Rep. Francis E. Dorn (R-N. Y.) 
introduced a bill which would 
establish a commission to study the 
shortage of doctors of medicine in 
the United States. The bill pro- 
vides that the proposed commission 
would, among other things, study: 

@ The policy of VU. S. medical 
schools in limiting the number of 
medical students. 

@® The number of doctors being 
graduated yearly from U. S. medi- 
cal schools. 

® The extent to which hospitals 
are required to seek foreign doc- 
tors to serve internships in this 
country. 

@® The number of U. S. citizens 
who study medicine in foreign 
schools because they can’t gain 
admission to U.S. medical colleges. 

® The number of graduates of 
foreign medical schools being ad- 
mitted to practice in the U. S. 


Patient's Attitudes Explored 
In Motion Picture Now Available 


A film, the Patient Is a Person, 
exploring attitudes of new hospi- 
tal patients and suggesting tech- 
niques of nonmedical care to allay 
any patient fears, has been made 
available by the Smart Family 
Foundation. 


Copies of the 20-minute film,. 


presented in cooperation with the 
American Medical Association and 
the American Hospital Association, 
may be purchased from either As- 
sociation. The 16mm sound movie 
costs $50 in color or $10 in black 
and white. It may be rented from 
the AHA for $4 for three days, 
plus $1 for each additional day. 
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HOSPITAL WINS NEGLIGENCE CASE— 


Providing Blood Is Service, Court Rules 


Washington State’s Supreme Court has upheld a lower court ruling 
dismissing a $109,600 negligence suit against the Kennewick (Wash.) 
Public Hospital District, which operates Kennewick General Hospital. 
Among the points made by the high court was that the furnishing of 
blood by a hospital is a service and not the sale of a commodity. 


Suit had been brought by John 
A. Gile, who said his wife’s death 
resulted from a blood transfusion 
administered following surgery on 
her right knee. He charged that 
the wrong type of blood was used. 

In effect, the Supreme Court 
upheld the state’s statute creating 
public hospital districts, which 
provides that a public hospital 
district “. . . shall not be liable for 
negligence for any act of any 
officer, agent or employee of said 
Gistrict... .” 

In making its decision, the Wash- 
ington court cited a New York 
Court of Appeals ruling which 
said: “. .. the essence of the con- 
tractual relationship between hos- 
pital and patient is readily appar- 
ent; the patient bargains for, and 
the hospital agrees to make avail- 
able, the human skill and physical 
material of medical science to the 
end that the patient’s health be 
restored. 

“Such a contract is clearly one 
for services, and just as clearly is 
not divisible. Concepts of purchase 
and sale cannot separately be at- 
tached to the healing materials-— 
such as medicines, drugs or, in- 
deed, blood——supplied by the hos- 
pital for a price as part of the 
medical services it offers... It has 
long been recognized that, when 
service predominates, and transfer 
of personal property is but an in- 
cidental feature of the transaction, 
the transaction is not within the 
Sales Act.” 


Speakers at Conference Urge 
Strong Hospital-Press Ties 


Institution of a top management 
policy in hospitals, regarding press 
relations, was suggested last month 
to guests of a hospital-news rela- 
tions conference at the State Uni- 
versity of lowa, lowa City, by 
W. I. Christopher, Catholic Hospi- 
tal Association director of person- 
nel services and public relations. 

Mr. Christopher also suggested 
that hospitals give information 
voluntarily when it is of a non- 
private nature, that hospitals de- 
velop a “nose for news” and aid 
newsmen with their stories, that 
hospital personnel get to know 
press representatives, and that 


JULY 1, 1966, VOL. 30 


hospitals make every effort to 
build mutual trust between them- 
selves and the news media. 

Robert M. Cunningham Jr., edi- 
tor of Modern Hospital maga- 
zine and director of public rela- 
tions for the American College of 
Surgeons, said the public “has a 
right to know what is going on in 
hospitals so long as the patients’ 
rights are not violated.” 

Harry Boyd, editor of the Cedar 
Rapids (lowa) Gazette and a 
member of the Iowa Hospital As- 
sociation’s Council on Public Re- 
lations, said some medical men 
have an outdated concept of the 
professional newsman. “What 
these people don’t seem to under- 
stand,” he said, “is that the news 
profession has cleared its ranks of 
charlatans as effectively as the 
doctors have cleared their ranks 
of quacks.” 


Danger Seen in Hasty Closing 
Of Tuberculosis Hospitals 


Although the occupancy of hos- 
pital beds for tuberculosis has 
decreased slowly since 1953, the 
downward trend may be leveling 
off and “we must guard against 
undue haste to close hospitals for 
fear that reversal in trends may 
occur,” Dr. Edward X. Mikol, di- 
rector of tuberculosis hospitals for 
the New York State Department 
of Health, told the National Tuber- 
culosis Association. 

Dr. Mikol estimated that ap- 
proximately 80,000 people a year 
contract tuberculosis because car- 
riers have not been isolated in 
hospitals. He discussed a Public 
Health Service report which 
showed that 45 per cent of tuber- 
culosis patients are not hospital- 
ized. The study found 87 per cent 
of those not hospitalized were ad- 
vanced cases. 

The state official called for 
greater efforts to find and treat 
tuberculosis victims. He also sought 
more clinic and outpatient facili- 
ties in hospitals. 

Regarding the use of drugs in 
treatment, without hospitalization, 
Dr. Mikol said study is needed to 
determine how many patients will 
have later recurrence of the dis- 
ease. 


Doctors’ Attitudes Drive Nurses 
From Medicine, Dr. Ball Charges 


One of the reasons for the short- 
age of nurses in hospitals is the 
harsh treatment given them by 
members of the medical profession, 
members of the American Thera- 
peutic Society were told by their 
president, Dr. Fred E. Ball, at their 
convention in Chicago last month. 

Dr. Ball said that too often doc- 
tors make caustic remarks or write 
insulting notes on charts when 
nursing procedures are misunder- 
stood or inadequately carried out. 
He said that some of the things 
complained about by physicians 
have been their fault and not the 
fault of the nursing staff. He urged 
doctors to improve nurses’ morale 
by a “helpful, cooperative, con- 
structive attitude.” 

Most nurses enter the profes- 
sion, Dr. Ball said, because they 
wish to be part of a medical team, 
but physicians do not always’ in- 
clude them on the team. 


Virginia Pathologist Survey 
Helps Council Determine Needs 


Results of a survey on pathology 
coverage in Virginia’s hospitals 
have helped the Virginia Council 
on Health and Medical Care to 
determine how it should go about 
helping hospitals get adequate pro- 
fessional help, the council said in 
discussing the study. 

Questionnaires and explanatory 
letters were sent to 141 hospitals 
licensed by the Virginia health 
department. All facilities contacted 
had some type of coverage. 

Twenty-two hospitals, having 
9,384 of the 26,084 beds involved, 
felt they needed more help; 17 
of these were in the general hospi- 
tal category. 

As individual cases dictate, the 
council is working to get full-time 
pathologists for hospitals or is 
trying to organize a cooperative 
arrangement in which several 
neighboring hospitals would share 
a pathologist. 


Hospital in Oakland Launches 
13-Week Television Series 


Children’s Hospital of the Fast 
Bay, Oakland, Calif., in coopera- 
tion with a local television sta- 
tion there, recently launched a 
weekly series of programs to in- 
form the public about the hospital 
and other health service organiza- 
tions in the area. 

The hospital’s medical staff acts 
as a consulting group and suggests 
topics. Live and film sequences 
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demonstrating the services to chil- 
dren of the Crippled Children’s 
Services, the Visiting Nurse As- 
sociation, and public school health 
departments have been shown. 

Air time for the 13-week series 
is donated free by the station. The 
hospital’s board of directors and 
the Rosenberg Foundation jointly 
underwrite production costs and 
salaries for the master of cere- 
monies and writer. 


Survey Guides Public Relations, 
Danbury Administrator Reports 

Results of a survey covering 
the public’s attitude toward the 
Danbury (Conn.) Hospital have 
helped the hospital by stimulating 
public thinking about the hospital 
and by serving as a guide to future 
public relations efforts in its be- 
half, Administrator Robert P. 
Lawton has concluded. 

The public opinion poll was 
conducted as a prelude to a fund 
raising campaign. Danbury Hospi- 
tal wanted to find out what the 
people it was serving thought 
about the hospital and what could 
be done to improve in deficient 
areas, as seen by those being sur- 


veyed. Many favorable comments 
were received, Mr. Lawton said, 
but the public did note deficiencies. 

More than 6,000 questionnaires 
were mailed to a cross-section of 
the area served by the hospital. 
About 2,000 of the total number 
sent were purposely directed to 
former patients of the hospital, 
but the bulk of the names came 
from telephone directories in Dan- 
bury and nearby communities. 
More than 1,000 replies were re- 
ceived, most of these with sugges- 
tions or criticism appended—-some- 
thing the hospital had specifically 
requested. 

Wendell Davis, hospital presi- 
dent, in a follow-up mailing to 
those participating in the survey, 
said the community’s wishes and 
needs, as outlined by replies to the 
survey, would be followed by ex- 
panding and improving facilities. 


Mississippi School Begins 
Medical Technology Course 

A 15-month course for medical 
technicians is being initiated this 
month by the University Medical 
Center at Jackson, Miss. Eight 
students will be admitted to the 


first class with 12 students being 
admitted yearly thereafter. The 
course will operate on a rotating 
basis for practical experience and 
training. 

To be eligible for admission, a 
student must have a bachelor’s 
degree with the minimum science 
requirements of the Registry of 
Medical Technologists, American 
Society of Clinical Pathologists, or 
must have completed three years 
of work toward a degree in medi- 
cal technology. 


Library of Congress Exhibit 
Marks Red Cross Founding 


Exhibits illustrating the origins, 
founding, early history, and war- 
time service of the American Na- 
tional Red Cross have been set 
up by the Library of Congress, 
Washington, D. C., to help com- 
memorate the 75th anniversary of 
the national service organization. 

Many of Clara Barton’s personal 
papers, diaries, and public writ- 
ings, in addition to photographs 
dating as far back as the 1880's, 
relating to Red Cross work, are 
on display. 


the 1956 administrative residents 


Presented here are some of the 1956 administrative residents who 
have completed their class work and are now beginning their internships 
at hospitals throughout the country. Residents not shown here will appear 


in the July 16 issue. 


BAYLOR UNIVERSITY WITH MEDICAL 
FIELD SERVICE SCHOOL 


Course Director; Col. William A. 
Hamrick* 

ALBRECHT, LT. CoL, LAWRENCE 
S., to U. S. Army Hospital, Army 
Forces, Far East. 

ALLEN, Capt. RICHARD G., to 
4466th U.S. Air Force Dispensary, 
Seymore Johnson Air Base, N. C. 

ANDELMAN, LT. CoOL. SAMUEL L., 
location of residency not deter- 
mined, 

ANSLEY, CAPT. BEN A., to 4237th 
U. S. Air Force Hospital, Turner 
Air Force Base, Ga. 

Baer, Lt, ReEuBEN to 
7280th U. S. Air Force Hospital, 
Nouasser, French Morocco. 

Beaupry, Lt. STEPHEN J., 
to Office of the Surgeon General, 
Department of the Army, Wash- 
ington, D. C, 

Bren, Lt. SHEN-HUNG, to 
Military Hospital, Formosa. 


*Col. Hamrick succeeded Col. Frederick 
H. Gibbs in a recent appointment. 


BUTLER, CAPT. STANLEY E., to 
1170th U. S. Army Hospital, Fort 
Devens, Mass. 

CAHILL, CAPT. DANIEL P., to 
4018th U. S. Air Force Dispensary, 
Portsmouth, N. H. 

CHAPELLE, MAJ. FRANCIS O., to 
U. S. Army Hospital, West Point, 

COCHRAN, LT. COL, ERNEST E., to 
Medical Section, Ist Army Head- 
quarters, New York City. 

COMELLA, LT. COL, MARTIN §., 
to Madigan Army Hospital, Ta- 
coma, Wash. 

CoucH, Capt. JAMES H., to 
Medical Section, Ist Army Head- 
quarters, New York City. 

Covey, Lt. CoL. WILLIAM T., to 
U.S. Army Hospital, Army Forces, 
Far East. 

CUNNINGHAM, MAJ. MELVIN F., 
to U. S. Army Hospital, Alaska. 

DAWSON, CAPT. WILLIS R. JR., to 
7510th U. S. Air Force Hospital, 
Wimpole Park, England. 

Epcer, Lt. HEerBert D., to 
U. S. Army Hospital, Wolters Air 


Force Base, Tex. 

ERKAN, LT. COL. ALI RIZA, to 
Military Hospital, Turkey. 

FAKES, MAJ. Ropert D., to 
Walter Reed Army Medical Cen- 
ter, Washington, D. C. 

GALANG, MAJ. Pepro G. L., to 
Military Hospital, Philippines. 

GANDULLIA, LT. COL. FRANCISCO 
E., to Military Hospital, Peru. 

HAMRICK, COL. WILLIAM A., to 
Army Medical Service School, 
Brooke Army Medical Center, 
Fort Sam Houston, Tex. 

HITCHINGS, LT. DONALD L., 
to U. S. Army Hospital, United 
States Army, Europe. 

HOLLINGER, MAJ. MARGARET A., 
to U.S. Army Hospital, Fort Bel- 
voir, Va. 

Hooker, MaJs. Laray D., to 
Walter Reed Army Medical Cen- 
ter, Washington, D. C. 

Hoover, Capt. THOMAS H., to 
Madigan Army Hospital, Tacoma, 
Wash. 

HuGHES, MAJ. GeorceE B. JR., to 
Valley Forge Army Hospital, 
Phoenixville, Pa. 

JORDAN, MAJ. Mary C., to U. S. 
Army Hospital, Korea. 

LA Rocca, MAJ. EUGENE W., to 
334th U.S. Air Force Hospital, Otis 
Air Force Base, Mass. 

LEwis, MAJ. Rupert S., to 
7414th U. S. Air Force Hospital, 
Bordeaux, France. 
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Communicable Diseases Low 
Among Causes of Nurse Deaths 


Noncommunicable diseases and 
“violence” are the major causes 
of fatalities among nurses, accord- 
ing to a National Tuberculosis As- 
sociation-Public Health Service 
survey of 26,000 nurses over a 10- 
year period. 

Of the group studied, 96 died 
during the 10 years the study was 
being conducted. Thirty-five died 
from violent causes, including 14 
in automobile: accidents. 

Three nurses died from tuber- 
culosis and seven from polio, “sug- 
gesting that this disease [polio] 
may be an important risk for the 
nursing profession.” Cancer and 
diseases of the heart and kidneys 
ranked behind violent causes as 
the principal killers. 


Sloan Foundation Makes Grant 
To Further Psychiatric Training 


The Alfred P. Sloan Foundation, 
Inc. has given $150,000 to the 
Menninger Foundation, Topeka, 
Kans., for work at the Menninger 
School of Psychiatry, the two or- 


ganizations have announced joint- 
ly. 

Dr. William C. Menninger, Men- 
ninger Foundation secretary, in 
accepting the grant, said that the 
lack of trained personnel, especial- 
ly psychiatrists, has been a retard- 
ing factor in the conquest of men- 
tal illness. 


Psychiatric Inpatient Unit 
Opens at Roosevelt Hospital 


A 16-bed psychiatric inpatient 
facility for adults has been opened 
on the ninth floor of the Roosevelt 
Hospital, New York City, it was 
announced by Peter B. Terenzio, 
the hospital’s executive vice presi- 
dent. 

This is the final step integrating 
psychiatry into all phases of the 
hospital on both an inpatient and 
outpatient basis. The program was 
begun in 1949. 

Dr. Robert W. Laidlaw, chief of 
the hospital’s psychiatric service, 
said that ‘“‘men and women patients 
who give promise of good progress 
after intensive treatment within a 
maximum period of from five to 
six weeks will be admitted to this 


service.”” Intensive treatment will 
be given by a team of psychiatrists 
and residents, among others. 

The new unit's atmosphere will 
be that of a sitting room or lounge 
rather than a hospital. Studio 
couches replace the usual hospi- 
tal beds and colored spreads are 
used. Professional decorators 
helped in the selection of the 
drapes, furniture, and color com- 
binations. 

Group and occupational therapy 
will be included as part of the 
over-all program, as will psychi- 
atric treatment for patients in 
other services of the hospital, when 
needed. 


Directors Name Jeanette White 
Editor of ‘Journal of Nursing’ 


Jeanette V. White was named 
editor of the American Journal of 
Nursing by the board of directors 
of the American Journal of Nurs- 
ing Company. Miss White has been 
an associate editor of the Journal 
for more than seven years and has 
also served as managing editor of 
both the Journal and Nursing Out- 
look. 


LOLL, MAJ. Leon E., to Fort 
Knox Hospital, Fort Knox, Ky. 

MAHMOoD, LT. CoL. RiIFAT M., 
to Military Hospital, Pakistan. 

MONTGOMERY, MAJ. BURTON W., 
to U. S. Army Hospital, Camp 
Hanford, Wash. 

MYLREA, CAPT. D. K., 
Hospital, Canada. 

O’BRIEN, CAPT. JOSEPH P., to 
1607th U. S. Air Force Hospital, 
Dover, Del. 

O’REILLY, Lt. Georce T., 
to Valley Forge Army Hospital, 
Phoenixville, Pa. 

Pesci, Capt. JANE C., to U. S. 
Army Hospital, Fort Polk, La. 

PuGH, LT. THOMAS, to U. S. 
Army Hospital, Fort Monmouth, 
N. J 

QUENK, CAPT. JOSEPH J., to 
4034th U. S. Air Force Hospital, 
Loring Air Force Base, Maine. 

RAIKOWSKI, MAJ. FRANCIS M., 
to 2792d U. S. Air Force Hospital, 
Tinker Air Force Base, Okla. 

RODWELL, MAJ. JOSEPH R., to 
7422d U. S. Air Force Hospital, 
Laon, France. 

Ross, Capt. LESTER S., to 7428th 
U.S. Air Force Dispensary, Spang- 
dahlem, Germany. 

SHEEHAN, LT. CoOL, GERARD J., 
to U. S. Army Hospital, Fort Dix, 

SLAYTER, MAJ. MALCOLM F., to 
3902d U. S. Air Force Hospital, 
Offutt, Nebr. 


to Military 
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FreD W. JR., to 
Hospital, Brooke 
Fort Sam 


SWEET, MAJ. 
Brooke Army 
Army Medical Center, 
Houston, Tex. 

SWEGER, CAPT. ROBERT A., to 
4235th U.S. Air Force Dispensary, 
Little Rock, Ark. 

THACKER, MAJ. Bos B., to 6038th 
U. S. Air Force Hospital, Misawa 
Air Base, Honshu, Japan. 


TOMKINS, LT. FREDERICK T., to 
Military Hospital, Canada. 


TREMBACK, MAJ. HELEN, to 
Brooke Army Hospital, Brooke 
Army Medical Center, Fort Sam 
Houston, Tex. 

WALLACE, LT. Cou. JOHN K., to 
U. S. Army Hospital, Germany. 

Yates, LT. Cou. Virci. T., to 
U. S. Army Hospital, Fort Riley, 


Kans. 
ZBORAY, CAPT. DONALD E., to 
2843d U. S. Air Force Hospital, 


Olmsted, Pa. 


1956 ADMINISTRATIVE residents of Baylor University with Medical Field Service School are, 
(from left) front row: Lt. Col. H. D. Edger; Lt. Col. M. $. Comelia; Maj. Mary C. Jordan; Maj. 
Margaret A. Hollinger; Lt. Col. $. A. Edwards (instructor); Brig. Gen. Elbert DeCoursey (school 
commandant); Col. F. H. Gibbs (former director of department of administration); Capt. Jane C. 


Pesci; Maj. Helen Tremback; Capt. b. $. Ross; 
S. Albrecht; Col. A. Baer; Lt. Col. 


Capt. J. J. Quenk. Second row: WU. Col. 


Bien Shen-Hung; Maj. J. 8. Rodwell; Capt. 


5. E. Butler; lt. Col. G. J. Sheehan; Maj. P. G. Galang; lt. Col. Andeiman; Maj. F. W. 
Sweet Jr.; Lt. Col. F. E. Ganduillia; Capt. 8. G. Allen; Lt. Col. V. T. Yates; Maj. F. M. Raikowski; 
W. la Rocca. Third row: Col. W. A. Hamrick; Capt. W. Dawsen Jr; Mai. 


L. E. Loll; Maj. Fakes; Lt. Col. G. T. O'Reilly; Maj. M. F. Slayter; 


Lt. Col. T. Pugh; Maj. 


G. 8B. Hughes Jr; lt. Col. 8. M. Mahmood; Capt. T. H. Hoover; Maj. M. F. Cunningham; Maj. 


F. ©. Chapelle; Capt. D. £. Zboray; Maj. 


L. 0. Heoker. Fourth row: UW. Cel. Ali Rise 


Erkan; Capt. P. Cahill; Capt. J. H. Couch; Ut. Col. E. Cochran Ut. Col. W. T. Covey; 
Capt. F. T. Tomkins; Ut. Col. J. K. Wallace Il; Capt. 8. A. Sweger; Maj. &. $. Lewis; Capt. J. P. 
O'Brien; Maj. B. W. Montgomery; Maj. 8. B. Thacker; Lt. Col. $. J, Beaudry, and Capt. 0. K. 
Mylrea. Class members not shown ore: Ut. Col. 0. L. Hitchings ond Capt. 8. A. Ansley. 


a 


1956 ADMINISTRATIVE residents, and other appointments, University of Chicago are, (from 
left) front row: J. Deans; W. Slebednick; J. Owen. Second row: E. McGrath; G. Williams; 
H. Autrey; L. Williams. Third row: J. Neal; 8. Malone; J. Griffith; D0. Miller; G. Beaty. Fourth 
row: Se Zimmermann (coordinater); V. Foresman (assistant director); E. Brown Idirector of 


the program), and 8. Wittrup \assistant director). 


UNIVERSITY OF CHICAGO 


Course director: Ray E. Brown 


AUTREY, HAROLD, to Stanley A. 
Ferguson, director, University Hos- 
pitals, Cleveland. 

Beaty, Gorpon, to Donald C. 
Carner, administrator, Seaside 
Memorial Hospital, Long Beach, 
Calif, 

DEANS, JOHN, appointed assis- 
tant superintendent to Brady Lee 
Mootz, City Memorial Hospital, 
Winston-Salem, N. C. 

GRIFFITH, JOHN, to Milo Ander- 
son, administrator, Strong Memor- 
ial Hospital, Rochester, N. Y. 

MALONE, RICHARD, appointed as- 
sistant administrator to Robert 
Guy, Baton Rouge (La.) General 
Hospital. 

McGRATH, EDWARD, appointed 
assistant superintendent to Dr. 
Daniel Maneli, Peoria (Ill.) State 
Hospital. 

MILLER, DAvID, to 
Harmon, superintendent, 
land (Ohio) City Hospital. 

NEAL, JAMES, to Charles E. Bur- 
bridge, superintendent, Freedman's 
Hospital, Washington, D. C. 

OWEN, JACK, to Edmund J. Shea, 
administrator, Indiana University, 
Hospitals, Indianapolis. 

SLABODNICK, WILLIAM, appoint- 
ed assistant administrator to Rob- 
ert L. Zucker, Massillon (Ohio) 
City Hospital. 

WILLIAMS, Lacy, to Reid T. 
Holmes, administrator, North Car- 
Olina Baptist Hospital, Winston- 
Salem, N. C. 

WILLIAMS, Gorpon, to Dr. Peter 
A. Volpe, director, Ohio State Uni- 
versity Hospitals, Columbus, Ohio. 


Alexander 
Cleve- 


Course director: Dr. E. Dwight 
Barnett 


BARRETT, Davin A., to Dr. David 
Littauer, executive director, Jew- 
ish Hospital of St. Louis (Mo.). 

BLALOCK, WILLIAM R., to Dr. 
Russell A. Nelson, director, Johns 
Hopkins Hospital, Baltimore. 

BONADONNA, SALVATORE S., to 
Dr. Alexander W. Kruger, mana- 
ger, Veterans Administration Hos- 
pital, Brooklyn, N. Y. 

Bott, THOMAS H. III, to Warren 
G. Rainier, director, Mountainside 
Hospital, Montclair, N. J. 

Braun, Lewis, to Dr. Edward 
Kirsh, executive director, Lebanon 
Hospital, Bronx, N. Y. 

CALDWELL, ALLEN B., to Dr. 
Kermit H. Gates, director, Jack- 
son Memorial Hospital, Miami, Fla. 

CLirForRD, GERARD J., to Dr. 


George William Graham, director, 
Ellis Hospital, Schenectady, N. Y. 


to E-. 
Flores Gallardo, Bayamon District 
Hospital, Bayamon, P. R. 

Davis, SAMUEL, to Peter B. Ter- 


COLON-VEGA, ANIBAL, 


enzio, executive vice-president, 
Roosevelt Hospital, New York 
City. 


DEEHAN, OLIveR, to Harry C. F. 
Gifford, administrator, Community 
Hospital at Glen Cove (N. Y.). 

FOSMIRE, FRANCIS G., to R. Ash- 
ton Smith, director, Lawrence 
(Mass.) Genera] Hospital. 

FRAKES, Roy A., to George E. 
Cartmill, Jr., director, Harper 
Hospital, Detroit. 

Fuss, Bernarp L., to Howard 
R. Taylor, director, Niagara Falls 
(N. Y.) Memorial Hospital. 

HAGSTROM, RUTH JUNE, to Dr. 
John L. Wilson, medical officer in 
charge, U. S. Public Health Serv- 
ice Hospital, Stapleton, Staten 
Island, N. Y. 

LOWE, RAYMOND J., to Elizabeth 
C. Berrang, R.N., Hospital of the 
University of Pennsylvania, Phila- 
delphia. 

MCFERRON, JOSEPH, to Frank P. 
Sauer, director, Muhlenberg Hos- 
pital, Plainfield, N. J. 

MCNAIR, JOHN WILSON, to Dr. 
Endre K. Brunner, manager, 
Veterans Administration Hospital, 
Bronx, N. Y. 

Peters, Dr. Davin A., to Dr. 
Lucius R, Wilson, director, Epis- 
copal Hospital, Philadelphia. 

PIccoL!I, LEONARD R., to Dr. 
Martin Cherkasky, director, Mon- 
tefiore Hospital, Bronx, N. Y. 

PINE, HAROLD B., to Dr. Julius 
A. Katzive, executive director, 
Maimonides Hospital of Brooklyn 
(N. Y.). 

RODRIGUEZ - HERNANDEZ, JESUS 
M., to Dr. Serra-Chavarry, San 
Patricio Hospital, Veterans Ad- 


ministration Center, San Juan, 
P. BR. 
SAMIs, ALBERT LEO, to Dr. 


1956 ADMINISTRATIVE residents of Columbie University are, (from left) front row: Dr. C. C. 
Clay lesseciate professor); Or. Magda P. Sherney (instructor); J. T. Watson (administrative 
extern); N. Duncan; L. Perkins (administrative officer); Dr. J. A. Gallagher (clinical 
director); J. 8. Barry (assistant te the administrative officer); R. E. Sawyer; J. M. Rodriguez; 
A. Arrisvene (special student). Second row: R. J. Hagstrom; O. E. Deehan; Carlota Rios; Lewis 
Breavn; Lt. 8. Piccoli; T. H. Bett; M. A. Welker; A. Semis; 8. A. Frakes. Third row: W. D. 
Thompson; W. A. Seligman; J. Lowe; 5. Davis; A. Sargent; L. Syverson; M. Vogel; 
H. 8B. Pine; &. Fuss. Fourth row: D. A. Barrett; J. C. Dumas (assistant professor, University of 
Pittsburgh); J. 8. Shannen; Dr. D. A. Peters; W. 8. Blalock; R. A. Stoinacke; $. $. Bonadonna; 
A. Colen. Fifth row: J. 8. McFerron; A. 8. Caldwell; F. G. Fosmire, and G. J. Clifferd. 
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WHEN RESTORATION 
OF BLOOD VOLUME 


IS URGENT 


Aystom, 


SYMBOL OF SERVICE 


MEAD 


¢ the pressure cylinder is conveniently located 
below the filter chamber 


* only filtered blood can enter the pressure unit 


¢ clots cannot be forced through the filter by 
pressure application 


¢ blood flow is subject to leas turbulence 


* separate head space for air prevents entry of air 
into pressure cylinder 


* instant change from pressure to gravity flow is 
possible without effort or manipulation 


(ther Mead blood sets are available to meet any 
transfusion need. Each set has been especially 
designed for a specific purpose. For more information 
please see your Mead Parenteral Producta repre- 
sentative or write for the booklet, ‘Transfusion 
Equipment.” 


Take Advantage of Mead'’s Complete 
Parenteral Line 
Amigen® (protein) Solutions 
Levugen® and Dextrose Solutions 
Homeolyte (electrolyte) Solutions 
Gastrointestinal Replacement Solutions 
Standard Electrolyte Solutions 
Parenteral Solution Equipment 
Blood Flasks and Equipment 


A vatlathe to hospital fram 
concentently Wend warchouses 


IN MEDICINE 


PARENTERAL PROOUCTS DIVISION 


MEAD JOHNGON & COMPANY. EVANSVILLE 21. INDIANA UGA 


i provides maximal safety and efficiency because: 
4 
i= 
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Recognition of the surgical pa- 
tient’s special needs for nutri- 
tional support has resulted in 
many advances in the science of 
nutrition.' 


In « recent editorial summariz- 
ing nutritional factors in surgery, 
Ravdin' called particular atten- 
tion P the malnourished pa- 
tient’ 


susceptibility to shock during 
anesthesia and operation 


tendency to liver damage 
delay in wound healing 
susceptibility to infection 


Ravdin' also suggests that in the 
absence of frank signs of de- 
ficiency it is nevertheless reason- 
able to assume that deficiency 
exists whenever illness has been 
prolonged, particularly in the 
face of faulty dietary intake. 


1. Revdin, I. 8.: Symposium on 
Nutrition in Surgery, Editorial, 
Am. J, Clin. Nutrition 3: 447-448 
(Nev.-Dee.) 1055. 


Suatagen is supplied in powder form 
in 1 pound, 24% pound and 6 pound 
cans, One pound provides 1760 
calories, including 105 Gm. protein. 


Surgical patients 
need food 


for therapy 


Sustagen 


Therapeutic Food for Complete Nourishment 


Sustagen is the only single food which contains 

all known nutritional essentials: protein, 
carbohydrate, fat, vitamins and minerals. It may 
be used by mouth or tube as the only source of food 


or to fortify the diet in brief or prolonged illness. 


SPECIFY SUSTAGEN 


lo 
restore appetite 
overcome asthenia 
repair tissue 


in 
cirrhosis 
geriatrics 
chronic disease 
trauma 
infection 
peptic ulcer 


SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON &@ COMPANY. EVANSVILLE 21, INDIANA, U.S.A. 
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1956 ADMINISTRATIVE residents of the University of Michigan are, (from left) front row: 
C. Gustafson; P. Carvisiglia; $. Gottlieb; K. Dickerson; J. Bay; ®. Biz. Back row: E. J. Conners 
(instructor in hospital administration); D. Finkbeiner; G. Ellis; W. Herhold; 0. Dimendberg, and 
Walter J. McNerney (director of program). Not shown: J. Sullivan. 


Henry N. Pratt, director, Society 
of the New York Hospital, New 
York City. 

SARGENT, ALBERT R., to Alfred 
E. Maffiy, administrator, Herrick 
Memorial Hospital, Berkeley, Calif. 

SELIGMAN, WALTER A., to John 
W. Kauffman, administrator, 
Princeton (N. J.) Hospital. 

SHANNON, JOHN R., to Robert P. 
Simmons, director, St. Luke’s 
Hospital, New Bedford, Mass. 

STOLNACKE, RICHARD A., to Dr. 
Endre K. Brunner, manager Vet- 
erans Administration Hospital, 
Bronx, N. Y. 

SYVERSON, LA VAND M., to 
Harvey Schoenfeld, director, Na- 
than and Miriam Barnert Memorial 
Hospital, Paterson, N. J. 

THOMPSON, WILLIAM D., to 
Charles C. Stewart, administrator, 
Mercer Hospital, Trenton, N. J, 

VOGEL, RICHARD M., to Dr. Jack 
Ruthberg, administrator, Albert 
Einstein Medical Center Hospital, 
Northern Division, Philadelphia. 

WALKER, Moses A., to Dr. Endre 
K. Brunner, manager, Veterans 
Administration Hospital, Bronx, 


UNIVERSITY OF MICHIGAN 


Course director: Walter J. McNerney 


Bay, JOHN C., to Dr. A. C. Ker- 
likowske, director, University Hos- 
pital, Ann Arbor, Mich. 

CARVISIGLIA, PAUL, to Richard 
T. Viguers, administrator, New 
England Center Hospital, Boston. 

DICKERSON, KARL, to Edmund J. 
Shea, administrator, Indiana Uni- 
versity Medical Center, Indianap- 
olis. 

DIMENDBERG, DAviD, to Sidney 
Lewine, director, Mt. Sinai Hos- 
pital, Cleveland. 

Evuis, Dr. Georce, to Franklin 
P. lams, administrator, New York 
University-Bellevue Medical Cen- 
ter, University Hospital, New York 
City. 
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FINKBEINER, DARWIN, to Bent- 
ley Frederick, administrator, Little 
Traverse Hospital, Petoskey, Mich. 

GOTTLIEB, SYMOND R., to Ronald 
D. Yaw, director, Blodgett Memor- 
ial Hospital, Grand Rapids, Mich. 

GUSTAFSON, CHARLES, to Frank 
I. Walter, administrator, Good 
Samaritan Hospital, Portland, Ore. 

HERHOLD, WAYNE, to Dr. Robin 
C. Buerki, executive director, 
Henry Ford Hospital, Detroit. 


UNIVERSITY OF MINNESOTA 
Course director: James A. Hamilton 


ANDREWS, DONALD F., to Ken- 
neth Holmquist, superintendent, 
Bethesda Hospital, St. Paul, Minn. 

ARNZEN, J. RICHARD, to O. G. 
Pratt, executive director, Rhode 
Island Hospital, Providence. 

BALCOM, PAUL C., to Dr. Russell 
O. Nelson, director, Johns Hop- 
kins Hospital, Baltimore. 

COWEN, GEORGE H. JR., to Boone 
Powell, director, Baylor Univer- 
sity Hospital, Dallas, Tex. 

DETWILLER, LLoyD F., to Ken- 
neth Eastman, administrator, Uni- 
versity of California Medical and 
Research Center, Los Angeles. 

Dvorak, Rocer G., to Harold C. 
Mickey, administrator, Rochester 


(Minn.) Methodist Hospital. 

FiscuHer, Bruce E., to Miriam 
Curtis, R.N., administrator, Syra- 
cuse (N. Y.) Memorial Hospital. 

FITZSIMMONS, J., to 
U. S. Public Health Service Hos- 
pital, New Orleans. 

FRAWLEY, GERARD W., to Ray 
Amberg, administrator, University 
of Minnesota Hospitals, Minne- 
apolis. 

FROMM, Herpert L., to R. W. 
Bachmeyer, director, St. Barnabas 
Hospital, Minneapolis. 

GILBERT, ALAN M., to Milo An- 
derson, administrator, Strong Me- 
morial Hospital, Rochester, N. Y. 

GILBERTSON, ELpertT E. JRr., to 
Donald F. Smith, superintendent, 
Minneapolis (Minn.) General Hos- 


pital. 
HAIN, ANDREW A., to David E. 
Olsson, administrator, San Jose 


(Calif.) Hospital. 

HAVILAND, Peter S., to Robert 
A. Molgren, administrator, Uni- 
versity of Kansas Medical Center, 
Kansas City. 

JEFFERIES, JOHN R., to Carl C. 
Lamley, executive director, Stor- 
mont-Vail Hospital, Topeka, Kans. 

JEPSEN, Ropert L., to Richard 
M. Trenkner, administrator, Me- 
morial Hospital of South Bend 
(Ind.). 

LYNN, Epwarp R., to Frank R. 
Briggs, administrator, Abbott Hos- 
pital, Minneapolis. 

MALOY, WILLIAM H., to Marie 
J. Doud, administrator, Highland 
Hospital, Rochester, N. Y. 

MICHAELS, Ropert G., to Dr. 
B. W. Mandelstam, administrator, 
Mt. Sinai Hospital, Minneapolis. 

PALMATEER, CLARENCE W., to 
Richard Fox, superintendent, St. 
Luke’s Hospital, Duluth, Minn. 

TIBBETTS, MARK H., to Merton 
Knisely, administrator, St. 


1956 ADMINISTRATIVE residents of the University of Minnesota are, (from left) frent row: 
R. Butters (instructor); A. G. Hennings (assistant professor); J. A. Hamilton (director); Or. G. W. 
Anderson (director of school of public health); J. W. Stephan \associate director); Edith M. Lentz 
lassistant professor); G. W. Frawley; A. M. Gilbert. Second row: ®. G. Dvorak; J. 8. Jefleries; 


G. E. Fischer; &. 


J. Fitzsimmons; Lt. £. Detwiller; G. H. Cowen C. 


W. Paimateer; J. 8. Arnzen; DO. F. Zuercher; H. V. Weed; F. 8. Wolf; P. C. Balcom. Third row: 
W. H. Maloy; F. Andrews; H. Fromm; M. H. Tibbetts; Jepsen; Lynn; 


P. S$. Haviland; E. E. Gilbertson, Jr., and A. Hain. 
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1956 ADMINISTRATIVE residents of Northwestern University are, (from left) front row: J. Proano; 


V. Sledge; 


D. Eitel; 0. Wolotsky; ®. Moreno. Second row: 


W. Rappaport; J. Anderson; 8. Stain- 


back; J, Durr; Lavra Jackson (associate director); DOr. C. U. Letourneau Idirector); $. J. Ruskier 
(speaker at conference for residents); M. Shaw; G. Boughton; P. Butiare; A. Coutts. Third row: 
W. Levthard; 7. Byrom; T. Johnson; B. Talbert; W. Van Slyke; G. Skomsky; C. Cooper; Gladys 
Post; Marie Oling; Mary Finger; 0. Smith; J. Greathouse; N. Cooper; J. Hutchinson; J. Davis; 
W. Wiipitz. Fourth row: ®. Thal; H. King; H. O’Quinn; E. Harvey; D. Hansen; J. Eriman; P. 


Donnelly; M. Coffee; 


Luke’s Hospital, Milwaukee. 

Weep, HAROLD V., to William 
N. Wallace, administrator, Charles 
T. Miller Hospital, St. Paul. 

WoLr, Freperick R., to Ray- 
mond K. Swanson, superintendent, 
Swedish Hospital, Minneapolis. 

ZUERCHER, DONALD F., to Car! N. 
Platou, administrator, Fairview 
Hospital, Minneapolis. 


NORTHWESTERN UNIVERSITY 


Course director: Dr. Charles U. 
Letourneau 


ANDERSON, JAMES DONALD, to 
Frank L, Unzicker, director, Me- 
morial Hospital of DuPage County, 
Elmhurst, I]. 

BoUGHTON, GORDON SETH, to 
Wilbur C. McLin, administrator, 
Community Hospital, Indianapolis. 

BURNER, LA VERNE CAROLYN, to 
Helen E. Sylvester, administrator, 


Victory Memorial Hospital, Wau- 
kegan, Ill. 
BUTTARO, PETER JOSEPH, to 


Mortimer W. Zimmerman, execu- 
tive director, Louis A. Weiss Me- 
morial Hospital, Chicago. 

ByYyRAM, THOMAS LESLIE, to 
Boone Powell, administrator, Bay- 


lor University Hospital, Dallas, 
Tex. 
Corree, MAURICE PETER, to 


Raymond F. Hosford, director, 
Lankenau Hospital, Philadelphia. 

COOPER, CHARLES MURDOCK JR., 
to Dr. G. A. W. Currie, administra- 
tor, University of Texas Medical 
Branch Hospitals, Galveston. 

Cooper, NEIL’ SHONTS, to Dr. 
B. F. Peterson, superintendent, 
Eastern State Hospital, Knoxville, 
Tenn. 

Coutts, ADAM, to John A. Dare, 
administrator, Virginia Mason 
Hospital, Seattle. 

DAVIS, JOSEPH WALTER, to Ver- 
non Seifert, administrator, 


L. Davis; W. Lenz, and J. Devins. 


Fairview Park Hospital, Cleve- 
land, 

DAVIS, LAWRENCE CHESTER JR., 
to Edgar O. Mansfield, superin- 
tendent, White Cross Hospital, Co- 
lumbus, Ohio. 

DEVINS, JOHN PETER, to David 
A. Endres, administrator, Youngs- 
town (Ohio) Hospital Association. 

DONNELLY, PAUL ROLLIN, to 
Norman D. Bailey, executive direc- 
tor, Grant Hospital, Chicago. 

Durr, Jerry LAMAR, to Dr. 
David B. Wilson, director, Univer- 
sity Hospital, Jackson, Miss. 

EITEL, DOUGLAS RAE, to Reid T. 
Holmes, administrator, North Car- 
Olina Baptist Hospital, Winston- 
Salem. 

ERLMAN, JOHN ARTHUR, to John 
E. VanderKlish, director, Malden 
(Mass.) Hospital. 

FINGER, MARY LOUISE, to Ed- 
ward W. Gilgan, superintendent, 
Hurley Hospital, Flint, Mich. 

FURIE, EDGAR PHILIP, to Dr. 


David H. Ross, executive director 
of Jewish Hospital, Cincinnati. 
GREATHOUSE, JOE STEPHEN JR., 
to S. A. Ruskjer, chairman, Pre- 
ceptor Committee, University of 
Louisville (Ky.) Medical Center. 
HANSEN, DONALD ELMER, to Rob- 


ert F. Bilstein, administrator, Bis- 
marck (N. Dak.) Hospital. 

Harvey, Evmer Lez, to Jack A. 
L. Hahn, superintendent, Metho- 
dist Hospital, Indianapolis. 

HUTCHINSON, JOSEPH IRWIN, to 
Lawrence Payne, administrator, 
Baptist Memorial Hospital, Jack- 
sonville, Fla. 

JOHNSON, THEODORE HAROLD, to 
Herbert R. Rodde, administrator, 
Highland Park (Ill.) Hospital. 

KING, HAROLD VERNON, to Ray- 
mond F. Farwell, administrator, 
Swedish Hospital, Seattle. 

LENZ, WARREN Jay, to S. A. 
Ruskjer, chairman, Preceptor Com- 
mittee, University of Louisville 
(Ky.) Medical Center. 

LEUTHARD, WILLARD JOHN, to 
Alfred E. Maffly, administrator, 
Herrick Memorial Hospital, Berk- 
eley, Calif. 

MORENO, RODRIGO ALBERTO, to 


Thomas W. Fourqurean, admin- 
istrator, Brackenridge Hospital, 
Austin, Tex. 


OLING, MARIE NETTIE, to Paul 
W. Kempe, administrator, Silver 
Cross Hospital, Joliet, Il. 

O’QUINN, HANSEL BENSON, to 
Freeman E. May, administrator, 
Baptist Hospital, Alexandria, La. 

Post, GLADYS ELAINE, to Ed- 
mund J. Shea, administrator, In- 
diana University Medical Center, 
Indianapolis. 

PROANO, JAIME ANIBAL, to L. B. 
Dana, administrator, Knickerbock- 
er Hospital, Bronx, N. Y. 

RAPPAPORT, MARVIN, Los An- 
geles, (unassigned). 

SHAW, MAURICE BRYAN, to Phil 
Carter, administrator, Methodist 
Hospital, Lubbock, Tex. 

SKOMSKY, GEORGE, to Lawrence 
E. Kresge, administrator, Auburn 
(N. Y.) Memorial Hospital. 

SLEDGE, VICTOR MARCEL, to Gene 
Kidd, administrator, Baptist Hos- 
pital, Nashville, Tenn. 

SMITH, DAviIn MARION, to B. Tol 
Terrell, administrator, Shannon 


1956 ADMINISTRATIVE residents of the University of Pittsburgh are, (from left) front row: 
Dr. A. Aveler; C. 8. Goulet; Dr. J. McGibony; $. C. Gordon; F. Christopher. Second row: 
B. R. Tresnowski; H. G. Michaels; 8. M. Dr. F. E. Jenkins; P. W. Spaulding, and E. B. 


Augustin. 
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1956 ADMINISTRATIVE residents of the University of Toronto are, (from left) front row: H. G. 


Dillon (research fellow); E. M. Stuart (associate professor); Dr. G. H. Agnew, (director and 


professor); Dr. W. D. Piercey (assistant professor). Second row: W. B. Beatty; W. 8B. Stefaniuk; 
Dr. V. H. Radoux; H. R. McGann. Third row: C. ®. Horton; Dr. G. D. Barnett; V. E. Dressler; 


M. Katz, and G. A. Miller. 


West Texas Memorial Hospital, 
San Angelo. 

STAINBACK, RICHARD CHARLES, to 
Dr. Merrill F. Steele, superinten- 
dent of Christ Hospital, Cincinnati. 

TALBERT, BILLY RALPH, to Joseph 
P. Greer, director, St. Luke’s Hos- 
pital, Chicago. 

THAL, RICHARD OTTO, to T. Ray 
Jones, administrator, North Mis- 
sissippi Community Hospital, Tu- 
pelo. 

VAN SLYKE, WILLIAM HARRY, to 
Raymond K. Bolinger, administra- 
tor, Robert Packer Hospital & 
Guthrie Clinic, Sayre, Pa. 

WILPITZ, .ROLAND WILLIE, to 
John E. Paplow, administrator, 
Santa Barbara (Calif.) Cottage 
Hospital. 

WoLoTsky, Dov, to Dr. Mark A. 
Freedman, executive director of 
Beth Israel Hospital, New York 
City. 


UNIVERSITY OF PITTSBURGH 


Course director: John R. McGibony 


AUGUSTIN, EpWIN B., to Bernard 
Carr, administrator, Altoona (Pa.) 
Memorial Hospital. 

AVELAR, DR. ALFREDO, appoint- 
ment pending. , 

CHRISTOPHER, Roy F., to Mar- 
guerite Ducker, administrator, Se- 
wickley (Pa.) Valley Hospital. 

GORDON, SAMUEL C. JR., to Rob- 
ert Toomey, administrator, Green- 
ville (S. C.) Memorial Hospital. 

GOTTLIEB, BURTON M., to Donald 
Rosenberger, administrator, Maine 
Medical Center, Portland. 

MICHAELS, HAROLD G., to Bur- 
well Humphrey, administrator, 
Emory University (Ga.) Hospital. 

TRESNOWSKI, BERNARD R., to Dr. 
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Pascal F. Lucchesi, executive di- 
rector, Albert Einstein Medical 
Center, Philadelphia. 

JENKINS, Di FRED E., appoint- 
ment pending. 

SPAULDING, P. W'-iisNEY, to Dr. 
T. Stewart Hamilten, medical di- 
rector, Hartford (Conn.) Hospital. 


UNIVERSITY OF TORONTO 


Course director: Dr. G. Harvey Agnew 


BARNETT, Dr. G. DUDLEY, to Dr. 
C. A. Wicks, administrator, Toron- 
to Hospital, Weston, Ontario, and 
to Dr. A. L. Swanson, executive 
director, University of Saskatche- 
wan Hospital, Saskatoon, Sas- 
katchewan. (Divided for special- 
ization.) 

BEATTY, WILLIAM B., to R. 
Fraser Armstrong, general super- 
intendent, Kingston (Ontario) 
General Hospital. 

DRESSLER, VERNON E., to Arden 
FE. Hardgrove, administrator, Nor- 
ton Memorial Infirmary, Louisville, 
Ky. 

HORTON, CLARENCE R., to Dr. 
K. H. Gates, executive director, 


Jackson Memorial Hospital, Mi- 
ami, Fla. 

KATZ, Mosne, to Dr. Martin 
Cherkasky, administrator, Monte- 
fiore Hospital, New York City. 

McGANN, HuGH R., appointment 
pending. 

MILLER, Georce A., to G. J. Bar- 
tel, administrator, Monmouth Me- 
morial Hospital, Long Branch, 
N. J. 

Rapoux, Dr. Victor H., to Dr. 
C. MacLeod, superintendent, Sun- 
nybrook Veterans’ Hospital, Tor- 
onto, Ontario. 

STEFANIUK, W. BEN, to W. E. 
Leonard, general superintendent, 
Toronto Fast General Hospital, 
Toronto, Ontario. 


VALE UNIVERSITY 


Course director: G. S. Buis 


BEACH, JANET, to Dr. Russell A. 
Nelson, director, Johns Hopkins 
Hospital, Baltimore. 

BRECKER, FRANCIS, to FE. Hamp- 
ton Decker, administrator, Spring- 
field (Mass.) Hospital. 

CLERMONT, WILLIAM, to Charles 
V. Wynne, superintendent, Water- 
bury (Conn.) Hospital. 

JENKINS, LILLIAN, to Dr. Hilda 
H. Kroeger, administrator, Eliza- 
beth Steel Magee Hospital, Pitts- 
burgh. 

KING, SHELDON, to Dr. Martin R. 
Steinberg, director, Mount Sinai 
Hospital, New York City. 

PETERS, MARGARET, to Dr. Edwin 
L. Harmon, director, Grasslands 
Hospital, Valhalla, N. Y. 

PIERDINOCK, PeTeR, to William 
S. Brines, director, Newton- 
Wellesley Hospital, Newton Lower 
Falls, Mass. 

SAPOLSKY, JEROME, to Dr. Cecil 
G. Sheps, director, Beth Israel 
Hospital, Boston. 

STERNLOF, PAUL, to Richard T. 
Viguers, administrator, New Eng- 
land Center Hospital, Boston. 

SULLIVAN, FRANCIS, to Lawrence 
J. Bradley, director, Genesee Hos- 
pital, Rochester, N. Y. 


1956 ADMINISTRATIVE residents from Yale University are (from left) front row: M. Peters; J. 
Beach; Or. A. W. Snoke (director, Grace-New Haven [(Conn.) Hospital); G. $. Bwis idivector of 
program); Jenkins. Back row: P. Pierdinock; F. Sullivan; F. Brecker; $. King; J. Sepolsky;, 


P. Sterniof; W. Clermont. ond 6. Burley. 
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Constructions and Dedications 


Arizona 
Tucson—The contract for con- 
struction of a $2.3 million clinical 
building at the Veterans Adminis- 
tration Hospital has been let. The 
building will be a combined one- 
story and three-story § structure 
with a basement and will connect 
with the existing hospital. 
California 
Long Beach—A contract for a 
561-bed addition to the Veterans 
Administration Hospital has been 
awarded, The three-story, $7 mil- 
lion building will have 205 beds 
for paraplegics, 196 for neurology 
patients, and 160 for orthopedic 
surgery patients. 
Connecticut 
New Haven—Work was sched- 
uled to begin June 1 on Connecti- 
cut’s “first complete radiation ther- 
apy center.” The center will be at 
the Hospital of St. Raphael and is 
being financed by funds from the 
New Haven Foundation, the Ford 
Foundation, and the federal Hill- 
Burton program. 
Fi 


Hollywood—aA contract for a 38- 
bed, $225,000 addition to Memorial 
Hospital has been awarded. A new 
maternity unit, a blood bank, and 
rooms for resident physicians will 
be contained in the building. The 
first floor of the addition will not 
be finished at present, but is ade- 
quate for the housing of 44 more 
beds. 

Mlinols 

Chicago—A one-story addition 
«the fifth floor—to Louis A. Weiss 
Hospital is scheduled to open July 
30, the same month the hospital 
marks its third anniversary. Sep- 
tember 4 is the projected opening 
date of another one-story addition. 
Projected seventh and eighth floor 
additions to the hospital are being 
roughed in, On the fifth and sixth 
floors 70 additional beds will be 
provided, increasing the hospital's 
capacity to 181 beds. 

Mississippi 

Vicksburg—Mercy Hospital and 
the Street Clinic have disclosed 
that contracts for a new $500,000 
clinic building have been signed. 
The new clinic is to be erected on 
a site adjacent to the Mercy Hospi- 
tal building now under construc- 
tion. Completion of the clinic 
building is scheduled to coincide 
with completion of the hospital. 

Missouri 

St. Louis—A new $6.2 million 

children’s hospital has been dedi- 


cated to the late John Cardinal 
Glennon. The structure is five 
stories tall and has 200 beds. 
New Jersey 
Phillipsburg—A $2 million con- 
tract for a new Warren Hospital 
to replace the existing 104-bed 
facility has been awarded. Normal 
capacity of the hospital will be 172 
beds and 36 bassinets, but this may 
be expanded in an emergency to 
accommodate 212 patients. If 
needed, the hospital plant may be 
expanded to 260 beds at a later 
date. Physical and occupational 
therapy departments and an out- 
patient department will also be 
housed in the building. 
New York 
New Hyde Park—Dedication cer- 
emonies were held last month for 
the newly-constructed, $253,000 
Premature Nursery Center of the 
Long Island Jewish Hospital. Nurs- 
eries have been equipped to care 
for 34 premature babies. 
Pennsylvania 
Philadelphia — Jeanes Hospital 
has approved a $1 million expan- 
sion program, The 96-bed institu- 
tion handles cancer patients ex- 
clusively. The hospital’s board said 
it had been spurred by the Ford 
Foundation grants; the public will 
be asked to provide $500,000 to- 
ward construction costs. 


Special report: AMA 
annual meeting 


(Continued from page 31) 


dum to the report offered by Dr. 
Lall Montgomery, of Muncie, Ind., 
stating: 

“Nothing in this report is meant 
to condone the corporate practice 
of medicine or policies which re- 
sult in the diversion of physician’s 
fees to a corporation or govern- 
mental agency.” 

As required by the rules of the 
House, the Stover Committee re- 
port on the Joint Commission on 
Accreditation of Hospitals was 
referred to a reference committee 
for a hearing. 

One of the questions nettling 
some of those present at the hear- 
ing was why the Stover Committee 
did not recommend separate sur- 
veys for medical and administra- 
tive aspects. 

Dr. Gerald D. Dorman, of New 


York, a committee member, said 
that after very careful question- 
ing, the committee concluded that 
“it was absolutely impossible to 
split medical and administrative 
aspects. There are many gray 
areas. What is dietetics, medical 
or administrative?” 

His answer did not satisfy all 
the critics. One insisted that there 
were two distinct spheres of activ- 
ity. The bed the patient sleeps in, 
the food he eats, etc., are hotel 
functions, he argued. Furthermore, 
aggressive lay administrations 
have pushed themselves into 
medical matters of hospitals, with 
the apparent approval of the Joint 
Commission, a witness charged. 

Some witnesses complained that 
hospital trustees, “not the philan- 
thropic type we used to have,” 
refuse to give up their power or 
listen to doctors.” There was ob- 
vious agreement (1) that the 
board had absolute authority to 
conduct the hospital and (2) that 
doctor membership on the board 
would resolve some of the difficul- 
ties. One witness asked for a 
“brainwashing” of trustees. 

The suggestion that the Joint 
Commission employ its own sur- 
veyors produced no debate. Dr. 
Kenneth Babcock, director of the 
Joint Commission, said that he 
personally had made such a recom- 
mendation because “if there was 
ever a maverick organization, it is 
ours.” As a footnote, he added that 
“this (Stover) report is construc- 
tive and most of it can be carried 
out.” 

There was much sentiment for 
special consideration of the prob- 
lems of the smaller hospitals but 
agreement that there should not 
be two levels of the quality of care. 

Dr. Babcock informed the group 
that he was going to recommend 
the abolition of the “provisional 
accreditation” grouping. Hospitals 
where deficiencies were found 
would be listed as accredited and 
given one year to correct the 
deficiencies, if his recommendation 
is approved by the Commission, he 
said. 

Dr. George S. Klump, of Penn- 
sylvania, chairman of the reference 
committee, noted approvingly that 
the Speaker of the House had ap- 
pointed the authors of the critical 
resolutions to the Stover Com- 
mittee. He asked the committee 
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members if they were satisfied that 
the report answered the com- 
plaints contained in the original 
resolutions. They agreed it did. 

Dr. L. Howard Schriver, of 
Ohio, said “the hospital is an ever 
greater part of the practice of 
medicine. We are demanding it for 
our own efficiency and for the 
better care of the patient. The 
great fault with us is that we have 
never asserted our management 
right. We have not been aggressive 
enough.” 

Dr. Klump pointed out to the 
House that approval by it of the 
Stover Committee recommenda- 
tions did not automatically make 
them policy of the Joint Commis- 
sion. He explained that action by 
the Joint Commission, of which 
the AMA was only one of five or- 
ganizational members, was neces- 
sary to make the recommendations 
effective. 

Only two issues provoked sharp 
debate on the floor of the House. 

A Texas resolution would have 
reversed the present AMA policy 
in favor of one-time “brick and 
mortar” grants to medical schools. 

The reference committee urged 
the House to disapprove this reso- 
lution. Dr. Milford O. Rouse, of 
Texas, who led a successful rear- 
guard action against the osteo- 
paths in the House a year ago, 
tried to do the same on this issue. 

He tartly reminded the House 
it had reversed itself before and 
urged the delegates to be con- 
sistently opposed to all federal 
aid. 

Dr. Dwight Murray, of Cali- 
fornia, the new president, said a 
midstream change of policy on this 
issue would put the AMA in bad 
grace in Washington. 

But Dr. Lewis Alesen; also of 
California, called the “brick and 
mortar subsidy” a “hauling down 
of the American flag.” He said the 
present policy was based on the 
“most despicable form of human 
motivation — expediency.” A 
change of mind, he said, was “an 
example of maturity.” 

Despite his oratory and that of 
Dr. Schriver, who was extremely 
critical of the present administra- 
tion in Washington, the motion to 
reverse policy was voted down. 

The House was divided also 
over the timing of its action on the 
report of the committee which 
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studied private practice by medical 
school faculty members. 

The reference committee urged 
action now. So did Dr. Culpepper, 
of Mississippi, author of the resolu- 
tion which produced the study. 

But, the House was warned by 
a supporter of deferment, “there is 
dynamite in this report and... a 
family squabble between practi- 
tioners and teachers should be 
avoided.” 

Other proponents of delay said 
there was little chance of getting 
university presidents to go along 
with the policy if it were given 
to them “ex parte and without 
a chance to discuss it.” 

Dr. Willard Wright, of North 
Dakota, chairman of the study 
committee, said there was “a fra- 
tricidal strife now over this mat- 
ter’ and pleaded for immediate 
action on “this disastrous contro- 
versy.”” 

Dr. John Cline, of California, a 
past president, told the delegates 
that the university presidents 
could ignore the action of the 
House. He foresaw a possibility of 
absolute antagonism and public 
debate with a loss of influence by 
the AMA over medical teaching 
standards. This would be tragic, 
he said, pleading for delay. 

The House rejected this advice 
and voted the report as AMA 
policy, 115 to 51. 

One issue which was postponed 
for final action until the Seattle 
meeting was a complete rewrite of 
the Principles of Medica] Ethics. 
The principles were reduced to 
10 fundamental statements, tak- 
ing less than two, double-spaced 
pages of typewriting. 

The authors noted that a sub- 
stantial portion of the present 


? 
principles “deals with matters in 
which morals, manners and even 
economics are intermingled.” 

The revision was approved in 
principle, with final action to come 
in Seattle. | 

At a hearing on the principles, 
objection was raised to proposed 
Sections 6 and 7. 

They are: 

“Section 6. A physician should 
not dispose of his services under 
terms or conditions which will 
interfere with or impair the free 
and complete exercises of his in- 
dependent medical judgment and 
skill or cause deterioration of the 
quality of medical care. 

“Section 7. In the practice of 
medicine, a physician should limit 
the source of his professional in- 
come to medical services actually 
rendered by him to his patient.” 

lowa witnesses before the refer- 
ence committee said these sections 
repudiate the Iowa Medical As- 
sociation’s standard in the hospi- 
tal-specialist suit in that state. One 
witness said that if these principles 
were taken to the lowa Supreme 
Court, the physicians would lose 
the case on appeal, adding that the 
lowa Hospital Association couldn't 
have done a better job of writing 
the principles. 

Another objection was that Sec- 
tion 7 would preclude charges for 
technicians’ services. 

Dr. L. A. Booie, chairman of the 
Council on Constitution and By- 
laws, said the principles did not 
constitute in any way a retreat 
from AMA position on these sub- 
jects and would be subject to 
interpretation by the Judicial 
Council, 

Dr. Elmer Hess, the retiring 
president, discussed hospital- 
physician relationships in his ad- 
dress to the House. 

He said, “. . things seem to 
have gone from bad to worse dur- 
ing the past year. Lawsuits and 
threatened lawsuits seem to be the 
order of the day. I want to say 
very emphatically that, in my 
opinion, no matter who wins in 
such litigation, each group has 
damaged itself in the public’s 
opinion... 

“This entire area has to be con- 
stantly scrutinized to keep our 
Association and the American 
Hospital Association on a mutually 
cooperative basis. This is a two- 
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way road and if we do not resolve 
our differences both groups will 
lose their identities and be swal- 
lowed by government.” 

Dr. Murray, the incoming presi- 
dent, urged a united medical] pro- 
fession, saying “any cleavage 
within our profession is bound to 
weaken the bulwark which has 
made American medicine the finest 
in the world.” 

The House of Delegates elected 
Dr. David Allman of New Jersey 
to be president-elect. He has been 
a trustee of the AMA and chair- 
man of its committee on legisla- 
tion. 

The House also: 

pAuthorized the appointment of 
a special committee to study the 
use of radium and radioactive iso- 
topes. The AMA policy now re- 
quires use of such materials to be 
under the direction of a certified 
radiologist. This requirement had 
produced objections in the House. 

pRefused to restore approval of 
the straight internship in obstetrics 
and gynecology. 

pRefused to rescind the one- 
quarter rule whereby an intern- 
ship program will lose its approval 
if it fails to obtain 25 per cent of 
its stated complement in two suc- 
cessive years. 

pApproved a procedure for the 
examination of the qualifications 
of graduates of medical schools. 

pUrged that care for dependents 
of members of the armed services 
be given under plans with the ap- 
proval of organized medicine. 


Report of AMA committee on 
accreditation commission 


(Continued from page 31) 


sentatives of the American Medi- 
cal Association continue to be 
rotated among the various special- 
ties. 

C. Activities of the commission: 
(1) Should the commission “pun- 
ish” hospitals which discriminate 
against general practitioners? The 
commission is not a punitive or- 
ganization. It is set up “. .. to 
create in the hospital an environ- 
ment which will assure the best 
possible care of the patient.” 

While the commission has been 
blamed for some of the rejections 
of applications for staff appoint- 
ments, it is the hospital board 


itself which approves or disap- 
proves the appointment on the 
recommendation of the staff. 

The committee calls attention 
to the fact that in some areas staff 
appointments are based on board 
accreditation or membership in 
specialty societies. The committee 
strongly believes that these ap- 
pointments should be based solely 
upon the physician’s professional] 
ability and ethical conduct without 
regard to his classification as a 
general practitioner or a special- 
ist. 

The committee recommends that 
the Commissioners to the Joint 
Commission on Accreditation of 
Hospitals, appointed by the Board 
of Trustees of the American Medi- 
cal Association, urge that Com- 
mission study: 

1. The problems of the exclusion 
from hospitals and arbitrary 
limitation of the hospital privileges 
of the general practitioner and 

2. Methods whereby the follow- 
ing stated principles may be 
achieved: 

“The privileges of each mem- 
ber of the medical staff shall be 
determined on the basis of pro- 
fessional qualifications and demon- 
strated ability. 

“Personnel of each service or 
department shall be qualified by 
training and demonstrated com- 
petence, and shall be granted 
privileges commensurate with 
their individual abilities.” 

The committee supports the 
stand of the commission (which) 
states, “a department of general 
practice shall be an organized 
segment of the medical staff com- 
parable to that of other staff de- 
partments with the following 
modifications: 

“a. The responsibilities of this 
department shall be limited to 
administration and education, It 
shall not be a clinical service and 
no patient shall be admitted to the 
department. If and when desirable, 
however, the department may be 
made responsible for conducting 
the outpatient clinic in whole or 
in part. 

“b. Since the department of gen- 
eral practice will not have a 
separate service, the members of 
the general practice department 
shall have privileges in the clinical 
services of the other departments 
in accord with their experience 


and training, on recommendations 
of the credentials committee. In 
any service in which any general 
practitioner shall have privileges, 
he shall be subject to the rules of 
that service and subject to the 
jurisdiction of the chief of the 
clinical service involved. 

“ec. The medical staff should give 
to the general practice department 
such administrative responsibilities 
in the conduct of medical affairs 
as are desirable to meet the needs 
of the hospital.” 

The committee again invites at- 
tention to the fact that appoint- 
ments are made by the board of 
the individual hospital on recom- 
mendation of the staff—not by the 
Joint Commission on Accredita- 
tion of Hospitals. It is the board 
and staff which are responsible in 
each local situation. 

(2) Is there a method of “ap- 
peal’? Yes, Article III, Section 8 
of the bylaws states, “Hospitals 
which fail to receive initial ac- 
creditation or re-accreditation, or 
whose accreditation is revoked, 
shall, upon written request, be 
entitled to a hearing thereon be- 
fore the board of commissioners or 
a subcommittee thereof designated 
by the board for that purpose.” 

The committee is of the opinion 
that there is misunderstanding by 
hospitals concerning procedure to 
be followed if accreditation is 
denied or withdrawn. If deficien- 
cies admittedly exist and are the 
reasons for denying or withdraw- 
ing accreditation, the hospital may 
request a re-survey when the de- 
ficiencies have been corrected. This 
is in no sense an appeal. If a hos- 
pital is denied accreditation, or it 
is withdrawn, and the hospital 
believes the reason for that action 
is not based on a proper survey or 
a proper evaluation of facts by 
the Joint Commission, it may ask 
the commission to reconsider its 
action. This is in the nature of an 
appeal and is provided for as noted 
in the above quotation. 

When a hospital fails to receive 
accreditation, or accreditation is 
withdrawn, the committee believes 
that the Joint Commission should 
simultaneously notify the admin- 
istrator of the hospital and the 
chief of staff of the right to and 
the method of appeal of the de- 
cision. 

(3) Should there be a final court 
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of appeal higher than the com- 
mission? The committee has dis- 
cussed the question of whether 
there can be an appeal to a body 
higher than the Joint Commission, 
but because of the organization of 
the Joint Commission, believes 
that it is not feasible. 

(4) Should the commission re- 
port the results of the survey to 
the staff as well as the adminis- 
trator? The committee recom- 
mends that copies of the final 
report on the survey of the hospital 
which has been surveyed must be 
sent to both the administrator and 
the chief of staff of the hospital. 

(5) Is the Joint Commission an 
autonomous body? Yes. 

(6) Do the American Medical 
Association members on the Com- 
mission act as individuals or as 
representatives of the Association? 
They act as representatives of the 
American Medical Association. The 
committee requests that the board 
of trustees of the American Medi- 
cal Association include in its an- 
nual report to the house of dele- 
gates a report on the activities of 
the Joint Commission. 

D. Activities of surveyors: (1) 
Should surveyors be employed en- 
tirely by the commission? The 
present method of employing sur- 
veyors by each member organiza- 
tion promotes confused lines of 
authority, conflicting interests and 
loyalties, and administrative in- 
efficiency; therefore the committee 
recommends that the surveyors be 
employed by and be responsible to 
the Joint Commission. Attention is 
invited to the fact that the Joint 
Commission is not concerned with 
residencies and internship § ap- 
proval, which the American Medi- 
cal Association will continue to 
survey. 

(2) Should the surveyor have a 
joint meeting with the staff or its 
representatives and the adminis- 
‘trator after his survey? It should 
be mandatory that the field repre- 
sentative be accompanied by the 
administrator and the representa- 
tive of the staff at the time of the 
survey. Further, he should meet 
with the administrator and the 
executive committee of the staff or 
its representatives following the 
survey for a review of the findings. 

(3) Should new surveyors be 
better indoctrinated? The com- 
mittee believes that there should 
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DR. WALTER L. BIERRING, of Des Moines, 
lowe, was chosen by the AMA House 
of Delegates as recipient of the AMA's Dis- 
tinguished Service Award for 1956. 


be closer liaison between the Joint 
Commission and its field repre- 
sentatives. They should be more 
adequately trained and immedi- 
ately informed as to changes and 
interpretations in surveying pro- 
cedures; they should be instructed 
to create excellent public relations 
understandings between the com- 
mission, the profession, the hospi- 
tal, and its personnel. Further, the 
surveyor should be indoctrinated 
with the ideas and ideals of the 
medical profession and the func- 
tion of the hospital and its place 
in the community. The committee 
believes that these objectives will 
be better accomplished when all 
surveyors are employed and super- 
vised by the Joint Commission. 

E. Staff meetings and attend- 
ance: Should the number of staff 
meetings and attendance be regu- 
lated by the Joint Commission” 
The committee approves of the 
type and of the number of staff 
meetings laid down in the regula- 
tions of the Joint Commission, but 
it is of the opinion that compul- 
sory attendance should not be re- 
quired by the commission but 
should be left to the discretion of 
the local staff. 

F. Miscellaneous: (1) Should 
the American Medical Association 
accredit professional functions and 
the American Hospital Associa- 
tion administrative’? After thor- 
ough study the committee does 
not believe administrative and 
professional functions in accredi- 
tation can be separated but be- 
heves accreditation of the hospital 
should be done by the Joint Com- 


mission and accreditation of in- 
ternship and residency programs 
should continue to be the function 
of the American Medical Associa- 
tion through its Council on Medi- 
cal Education and Hospitals. 

(2) Should there be physician 
representation on administrative 
bodies of the hospitals? The com- 
mittee has reviewed the Report of 
the Joint Committee on Hospital- 
Physician Relationships of the 
boards of trustees of the American 
Medical Association and the Amer- 
ican Hospital Association dated 
June 1953. This statement sug- 
gests several methods by which 
the medical staff may have access 
to the hospital governing board 
including voting representation by 
members of the medical staff on 
the board. This committee believes 
that it is desirable to have such 
staff representation on the gov- 
erning bodies of hospitals and 
recommends that the Joint Com- 
mission encourage such represen- 
tation. The committee also urges 
medical staffs to request their 
boards of trustees to accept a 
medical member even if he serves 
only as a nonvoting member. 

(3) Should Blue Cross and other 
groups withhold payments from 
nonaccredited hospitals until the 
commission has had time to survey 
all hospitals? The committee be- 
lieves it should be made clear that 
any decision to pay claims or bene- 
fits, either in full or in part, de- 
pending on the accreditation of a 
hospital is an independent decision 
of Blue Cross and other groups. 
This decision cannot and should 
not be dictated or influenced by 
the Joint Commission. 

The committee is informed that 
the Joint Commission has not been 
able to inspect and accredit all 
hospitals seeking accreditation. It 
is reasonable to expect, however, 
that this will be accomplished in 
good time. The committee is con- 
fident that Blue Cross and other 
groups will take into consideration 
the practical problems associated 
with the accreditation program so 
as not to work inequity on their 
subscribers. 

(4) Should there be an educa- 
tional campaign to acquaint the 
profession with the function, rules 
and regulations of the Joint Com- 
mission on Accreditation of Hospi- 
tals? The committee recommends 
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that the American Medical Asso- 
ciation conduct an educational 
program within the profession to 
inform its membership of the 
purposes of the Joint Commission. 

The committee recommends that 
each county medical society seri- 
ously consider devoting one meet- 
ing during the course of the year 
to a discussion of this particular 
problem and recommends that the 
state associations incorporate a 
symposium on this subject in their 
annual meeting programs. 

(5) Should the commission be 
concerned about the number of 
staffs to which any physician be- 
longs? The committee feels that 
staff membership in_ individual 
hospitals is a personal privilege 
and is of no concern to the Com- 
mission. 

(6) Do the rules of the Commis- 
sion discriminate against smaller 
hospitals? No, but it is recom- 
mended that the Commission give 
serious consideration to establish- 
ing standards which may vary 
depending upon the size of the 
hospital. Each hospital should be 
judged on its own merits and 
efficiency, regardless of size. 

(7) Should a general practice 
section of a hospital be recog- 
nized? The committee feels that 
the section on general practice in 
a hospital can never be clinical 
in nature because it is a part of 
the whole staff. However, as 
pointed out in Article V, Section 
2 of the Principles for Establish- 
ing Medical Staff Bylaws, Rules 
and Regulations—May, 1955, “a 
department of general practice 
may be organized. It is to be ad- 
ministrative and educational in 
function only. Patients admitted 
by members of this department 
will be admitted to the appropriate 
clinical department.” 

(8) Should the Joint Commis- 
sion concern itself with questions 
of illegal or unethical contracts 
between hospital and physicians” 
Yes. The Commission in accom- 
plishing its objective of assuring 
the best possible medical care of 
the patient must concern itself 
with every practice which pre- 
vents the patient from receiving 
the best possible care. 

In the opinion of the committee 
the existence of such practices 
must be determined at local levels 
because the laws of the several 


states are not uniform. The effect 
of particular questioned practices 
should best be discussed by the 
field representative, the chief of 
staff, and the administrator at the 
joint meeting of these parties 
recommended in paragraph D (2) 
above. 

(9) Should the American Medi- 
cal Association hold educational 
meetings to correlate the func- 
tions of the hospital board of trus- 
tees, the hospital administrator 
and the professional staff? Insofar 
as hospitals were established to 
provide the best possible care for 
the patient, it is incumbent upon 
the American Medical Association 
to further these ideals at every 
opportunity. The committee rec- 
ommends that the American Medi- 
cal Association hold annual na- 
tional or regional educational! 
meetings for this purpose. 


l. Accreditation of 
should be continued. 

2. The Joint Commission should 
maintain its present organizational 
representation. 

3. The (AMA) board of trustees 
should report annually to the 
house of delegates on the activi- 
ties of the Joint Commission. 

4. Physicians should be on the 
administrative bodies of hospitals. 

5. General practice sections in 
hospitals should be encouraged. 

6. Staff meetings required by 
the Joint Commission are accept- 
able, but attendance requirements 
should be set up locally and not 
by the commission. 

7. The Joint Commission should 
not concern itself with the number 
of hospital staffs to which a phy- 
sician may belong. 

8. The Joint Commission is not 
and should not be punitive. 

9. The Joint Commission should 
publicize the method of appeal to 
hospitals that fail to receive ac- 
creditation. 

10. Reports on surveys should 
be sent to both administrator and 
chief of staff of hospitals. 

11. Surveyors should be direct- 
ly employed and supervised by the 
Joint Commission. 

12. Surveyors should work both 
with administrators and staff. 

13. New surveyors should re- 
ceive better indoctrination. 

14. Blue Cross and other asso- 


hospitals 
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ciations should be requested not to 
suspend full benefits to nonac- 
credited hospitals until those so 
requesting have been inspected. 

15. The American Medical As- 
sociation should conduct an edu- 
cational campaign for doctors rela- 
tive to the functions and operations 
of the Joint Commission. 

16. The committee also suggests 
that the American Medical As- 
sociation and the American Hos- 
pital Association encourage edu- 
cational meetings for hospital 
boards of trustees and administra- 
tors either on state or national 
levels to acquaint these bodies 
with the function of accredita- 
tion. 


What a public relations director 
needs to know 


(Continued from page 40) 


3. Schedule as many appearances 
as possible before various trade, 
civic, fraternal and religious or- 
ganizations to correct misinforma- 
tion about the hospital and carry 
out an educational program as well 
as provide an opportunity for such 
organizations to make contribu- 
tions to the hospital. 

4. Continue to develop a bal- 
anced public relations program 
working with all departments as 
well as with other hospitals and 
the medical society. 

5. Provide public relations as- 
sistance for all public functions 
of the hospital and the school of 
nursing as well as assist in prepa- 
ration of printed programs, public 
information and such other ways 
as may be requested. 

6. Constantly review all publi- 
cations of the hospital to be able 
to give early recommendations for 
necessary revisions and then assist 
in preparing such revisions. 

7. Maintain close cooperation 
with the director of volunteer 
services to encourage strong vol- 
unteer participation in the hospital. 

8. Carry out the special func- 
tions of the department. 

The public relations director’s 
work is to assist the hospital and 
its personnel in earning under- 
standing, acceptance and support. 

This is the role of the public 
relations director in a hospital. 
These are some of the things he 
must know. 
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Three hospitals become one 
(Continued from page 29) 


all types of x-ray diagnosis and 
therapy. 

Special clinics: The center will 
have a tumor clinic, a heart clinic, 
a dental clinic, an eye clinic, an 
eye research laboratory, facilities 
for rehabilitation of the blind, an 
ocular motility clinic, otolaryngol- 
ogy and hearing clinics, and a 
clinic for the study and treatment 
of allergies. 

Emergency department: A_ large 
emergency department will con- 
tain four surgical treatment rooms, 
a room for bereaved relatives, a 
security room for excessively in- 
ebriated or troublesome patients, 
a waiting room, a special room for 
police and press, and two ward 
rooms containing 19 beds where 
patients may be received, cleaned 
up, treated and observed. 

Outpatient department: The outpa- 
tient department will have 16 ex- 
amining rooms, with x-ray, photo- 
fluoroscopy and other diagnostic 
and screening facilities. Adjacent 
will be outpatient surgery facili- 
ties, where minor surgery and 
some orthopedic work can be done. 

Maternity service: The hospital will 
have a large maternity department, 
with rooming-in facilities for those 
who wish them, There will be both 
private and semi-private labor 
rooms and a Caesarian section 
room in addition to the normal 
delivery rooms. There will also be 
a post-delivery recovery room. The 
premature infant nursery will have 
an air-conditioning system sep- 
arate from that for the rest of the 
hospital. 

Surgery: The surgical suite con- 
tains 14 major operating rooms and 
a fracture room, Two of the oper- 
ating rooms and the fracture room 
will be equipped with x-ray facili- 
ties, to permit extensive x-ray 
diagnostic work to be done while 
the patient is anesthetized. There 
will be two postoperative recovery 
rooms, one for children and one 
for adults. 

Other features: The hospital wil! 
have facilities for encephalography, 
physical medicine, psychiatric care, 
and extensive urology work. It 
will also have facilities such as a 
clinical laboratory, a morgue and 


autopsy suite, central sterile sup- 
ply, a medical library, a tissue 
clinic, a pneumatic tube system for 
communications; and such features 
as a coffee shop, a beauty parlor, 
a barber shop and a women’s board 
gift shop. 

The typical nursing unit in the 
new hospital will have 40 beds. 


MOVING IN 


When the new hospital opens in 
the summer of 1957, the process of 
moving patients and closing down 
the old facilities will begin. 

Just as soon as the new center 
is equipped, a skeleton staff of key 
persons will move in to get the 
feel of the new plant, to iron out 
the wrinkles, and to help train the 
other personnel who will come in 
later. Then one of the three pres- 
ent hospitals will close its doors 
to new patients and start sending 
new admissions to the hospital 
center instead. Within ten days or 
so it is expected that the normal 
discharge rate will clear most pa- 
tients from that hospital. Then the 
remainder will be sent to the new 
building by ambulance or automo- 
bile. The same steps“will be fol- 
lowed for the other two hospitals. 


THE EXISTING CORPORATIONS 


Probably the three individual 
hospital corporations will continue 
to exist, at least for a while, be- 
cause of endowments and bequests 
made in their names and because 
of the structure of the new corpo- 
ration which provides representa- 
tion from the three old ones. A. 
Murray Preston, a Washington 
attorney who is secretary of the 
board of trustees of the Washing- 
ton Hospital Center, says he sees 
no reason for the three corporations 
to go out of existence and very 
good reasons for them to remain 
in existence. 

Memorial plaques and tablets 
will be moved from the three ex- 
isting hospitals into the new build- 
ing, and assets held by the three 
institutions will become the assets 
of the single new corporation. 

Will there be rivalry among the 
new center’s trustees based upon 
their former affiliations with three 
separate hospitals? President 
Dewey thinks not. “We're going to 
have a unified hospital center,’’ he 
said, “and we're not going to run 
any ghosts.” 
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The effectiveness of voluntary 
health insurance 


(Continued from page 26) 


Again, it was not possible to 
explain why there were wide dif- 
ferences in utilization between 
insured and uninsured persons. In 
the case of surgery, for example, 
was there too much surgery among 
the insured and too little among 
the uninsured? There are no ac- 
cepted “norms” of hospital admis- 
sions and surgical procedures in a 
general population. Such “norms” 
emerge from the practices of 
thousands of physicians, and the 
above rates simply indicate com- 
mon patterns. 

Among families who carried 
hospital insurance and received 
benefits, 59 per cent of the families 
had 80 per cent or more of the 
hospital charges covered. Stated in 
another way, 50 per cent of the 
families had 89 per cent or more 
of the hospital charges paid by 
insurance, 

Among the families receiving 
surgical benefits, it was found that 
45 per cent had 80 per cent or 
more of their surgical charges paid 
by insurance. When the median 
was used, it was found that 50 per 
cent of the families receiving sur- 
gical benefits had 75 per cent or 
more of their charges paid by in- 
surance, 

On a nationwide basis, persons 
admitted to hospitals under Blue 
Cross contracts tended to occupy 
more expensive accommodations 
than did persons admitted under 
private insurance contracts. For 
Blue Cross 43 per cent of the pa- 
tients occupied rooms for which 
they were charged a daily rate of 
$12 or more; for private insurance 
the percentage was 23. 

It was found that 54 per cent of 
the hospital admissions under Blue 
Cross had 90 per cent or more of 
the hospital bill paid, and 47 per 
cent of the hospital admissions 
under private insurance had 90 per 
cent or more of the hospital bill 
paid. When insurance written for 
employed groups—as differentiated 
from individual sales——-was studied 
with regard to the percentage of 
bill paid, Blue Cross and private 
insurance were virtually equal. 
This fact may have some bearing 


on the issue of service benefits 
versus cash-indemnity benefits. 
The basic issue would seem to be 
the degree to which either service 
or cash benefit pays the bill for 
an insured service. 


There seems to be general agree- 
ment that there are two broad 
problems facing voluntary health 
insurance today: (1) expansion in 
terms of people covered, and (2) 
expansion in terms of benefits 
offered on an insured or prepaid 
basis. The first leads to no par- 
ticular controversy, but the second 
leads to basic problems of admin- 
istration, organization of services, 
concepts of insurability and un- 
insurability and many others. 
These two broad problems are 
closely related, but only the prob- 
lem of benefits will be discussed 
here. 

The principle of insurance to 
help meet costs of personal health 
services is accepted, but there is 
debate regarding the range of 
benefits that can and should be 
offered in a health insurance pro- 
gram. Many assert that physicians’ 
home and office calls and other so- 
called minor cost items should not 
be covered by insurance because 
they represent small and periodic 
charges spread fairly evenly, and 
should thus be borne out-of- 
pocket, Yet, if we approach per- 
sonal health service’ primarily 
from the financial side, how un- 
evenly do costs fail by type of 
service? Using the figure of ap- 
proximately $200 as a relatively 
high charge to incur during a year, 
it was found that 34 per cent of 
all families incurred charges of at 
least this size for all services. By 
type of service, 3 per cent of the 
families incurred charges in excess 
of approximately $200 for surgery; 
6 per cent for “other” physicians’ 
services; 6 per cent for hospital 
services; 2 per cent for medicines; 
and 4 per cent for dentistry. It is 
apparent that over a year more 
families incur charges in excess of 
$200 for physicians’ services other 
than surgery and obstetrics than 
for surgery. (It should be remem- 
bered that the above costs fre- 
quently overlap for families; ie., 
families incurring charges of $200 
for hospital care also incur charges 


for other services simultaneously. ) 

Even more striking is the fact 
that the 16 per cent of the families 
who incur annual charges for all 
persona! health services of $400 or 
more (an average of $702 each) 
experience relatively large charges 
for all types of services. These 
families had average charges of 
$190 for hospital care and $77 for 
surgery, a total of $267. Other 
physicians’ services, mainly home 
and office charges, were $168, and 
drugs and medicines came to $91. 

These cost data clearly point to 
the need for greater scope of serv- 
ices covered in prevailing volun- 
tary health insurance, and provide 
documented proof of needs not 
now being met. Such needs have 
stimulated prepayment and insur- 
ance agencies to experiment with 
benefits offering so-called compre- 
hensive services which consist of 
physicians’ services in home and 
office in addition to physicians’ 
services in the hospital, and 
“major medical” contracts which 
pay a portion for a wide range of 
services above certain amounts. 8 


Hospital association meetings 
(Continued from page 6) 


Medical Record Library Personne! Institute— 
October 15-19; Richmond, Va. (Hotel Jefler- 
son) 

Administrators’ Secretaries Institute—October 
22-26; Chicago (Edgewater Beach Hotel) 
Operating Problems for Small Hospitals in- 
stitute—-October 25-26; Burlington, Ver- 

mont (Vermont Hotel) 

X-Ray Technicions Institute—October 30-No- 
vember |; Chicago (Shoreland Hotel) 
Hospitol Auxiliary Leadership Iinstitute—No- 

vember |-2; Cleveland (Carter Hotel) 

Nursing Service Administration  institute— 
November 5-9; Cincinnati, (Sheraton-Gibson 
Hote!) 

Operating Problems for Small Hospitals Insti- 
tutle—November 1-2; Winnipeg (Royal 
Alexandra Hotel) 

Physical Therapy institute—November 5-9; 
Son Francisco (Sir Francis Drake Hotel) 
Dietary Department Administration Institute— 
November 12-16; Denver (Cosmopolitan 

Hotel) 

Supervisory Training Workshop—November 
26-30; Montreal (Sheraton-Mount Royal 
Hotel) 

Hospital Safety Seminar—November 26-30; 
Chicago (Congress Hotel) 

Maintaining Standards of Patient Care in 
Hospital Systems Institute—November 
30; Hershey, Poa. (Hershey Hotel) 

Obstetrical Nursing Service Administration In- 
stitute—-December 3-6; Toronto (King Ed- 
werd Hotel) 

Methods Improvement institute—December 3- 
7; Highland Pork, Illinois (Moroine-on-the- 
loke Hotel) 


HOSPITALS, J.A.H.A, 


PRO RE NATA 


JOHN H. HAYES 


Whatever became of the old 
fashioned girl? 

2: 

Nobody ever accuses a wife of 
practicing medicine just because 
she applies a porous plaster to her 
husband’s chest or bandages jun- 
ior’s cut finger. 

@ 

I often wonder: Does a vege- 
tarian insomniac count sheep when 
he cannot go to sleep? 

A Texas hospital, seeking staff 
nurses, advertised in this journal: 
“We work a 40-hour week in our 
air-conditioned hospitals, leaving 
168 hours to enjoy the beach and 
nearby resorts.” 

Arthur Paulson of Keene, N. H., 
wrote, saying that he always knew 
that Texas was quite a place, but 
was not aware that even in Texas 
there were more than 168 hours in 
one week. 

Maybe the week only seems 
longer down there, Arthur. 

2 

A hospital without a disaster 
program is like an army without 
ammunition. 

2? 

If we all went back to working 
48 hours a week (out of 168), we 
would have an unemployment 
problem instead of a labor shortage. 

The least expensive accident in- 
surance is carefulness. 

= 

John Porter, with the Barney 
Convalescent Hospital, Dayton, 
Ohio, sent me some comments he 
jotted down while he was recuper- 
ating from an operation some years 
ago. Here are a few of them: 

The best way to displease the 
doctors is by using the utensils 
when they come to examine you. 

They brought me juices three 
times a day and would ask what 
I wanted. I always asked for corn 
juice, but never got it because 
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there seemed to be such a demand 
for it. 

One evening, after getting me 
all set for the night, the nurse 
asked “if I didn’t want to go to 
bed now,”’—this after I hadn't been 
out of bed for two weeks. 

You can always tell a doctor 
from a visitor. The doctor is inter- 
ested only im his own patients. The 
visitors want to see into every 
room. 

x* *« ® 

SNAKE HOLLOW HOSPITAL 
NOTES: We caught one of our 
kitchen workers the other day 
using the automatic lawn mower 


to cut cabbage for cole slaw. 

The new phonograph and lulla- 
by records have now been in- 
stalled in our anesthesia room. 

A former patient stepped into 
our recovery room last week. Said 
he was looking for a refund on his 
hospital bill. 

A copy of the best seller “In- 
side Africa’ was returned to our 
medical library by mistake. 

Clem Oddson, our local bookie, 
was giving odds of three to two 
that his next child would be a 
boy. He has now returned to legiti- 
mate employment.  child’s 
name is Elsie. 


FUND-RAISING 


How much can 
you raise? 


How long 
will it take? 


A Conference with the American City Bureau 


will Answer These Important Questions 


Fund-raising by the American City Bureau applies a dura- 
tional perspective to your money goal. Your invitation to us 
initiates a careful study and evaluation of your financial po- 
tential. And we continue at our own expense with a thorough 
analysis of anticipated interest, enthusiasm and response. 

We will then render an objective and constructive report on 
the findings. If this indicates that we can be of service to you, 
our proposal will pin-point operational methods and costs. In 
short, how much you can raise and how long it will take. 

So, if you would like to marshal increased goodwill and 
service as well as new financial strength, call upon the long 
experience and proven integrity of the American City Bureau. 


(ESTABLISHED 1913) 


can City 


221 North LaSalle Street, Chicago |, Ilinois 
470 Fourth Avenue, New York 16, N. Y. 


Charter Member American Association of Fund-Raising Counsel 


There ts no substitute for experience 


Bureau @ 
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p. 37 Bassett's Art Shep 
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Right; Courtesy of Michael Reese Hospital, Chicago 
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p. 77 Herris & Ewing 
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(The pictures on poges 64 and "66 of the June 1 issue ond poge 74 of the June 16, 1956 issue were token ot 
Biythedale, Vathalia, N. Y., by Esther Bubley for the Children's Bureau, Department of Health, Education and Welfare.) 


Classified advertising keeps many businesses 
in operation. It's the lowest cost method of 
advertising available. It can serve your hos- 
pital too. 

Here is the audience for your advertise- 
ment . . . HOSPITALS subscribers include 
more than 9,000 hospitals and administrators, 
1,800 department heads, 700 governing board 


members and 1,200 public health organiza- 
tions, physicians and nurses in addition to 
approximately 4,500 others. 

Need help? Want to change positions? 
Have old equipment for sale? Offering a 
course of instruction? Then it will pay you 
to use the classifieds. 


HOSPITALS, J.A.H.A. 
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POSITIONS OPEN 


REGISTERED STAFF NURSES 
NEVER A DULL MOMENT FOR THE 
GRADUATE NURSES who decide they 
would like to join us at the University 
of Texas Medical Branch Hospitals. We 
work a 40 hour week in our air condi- 
tioned hospitals, leaving 128 hours to enjoy 
the beach and nearby resorts. Galveston 
boasts an average temperature in the 
low seventies which means that swim- 
ming. fishing, horse back riding and sail- 
ing can be enjoyed the year round. 


We have positions available in the clinical 
area of your choice. Our staff nurses 
monthly salaries begin at $264 for rota- 
tion and $277 for extended evenings or 
nights. Uniforms are laundered free. We 
have liberal personne! policies and oppor- 
tunities for advancement. Comfortable air 
conditioned residences including maid 
service are available at moderate cost. 
There are excellent opportunities for ad- 
vanced study leading to both BS. and 
MS. degrees. 


Write for further information to the: 
Director of Nursing Service, University 
of Texas Medical Branch Hospital, Gal- 
veston, Texas. 


DIRECTOR OF NURSING: General volun- 
tary hospital with bed cope’ after ex- 
ansion in near future of approximately 
including bassinets, with diploma 
school of nursing; all approvals and all 
reguiar services; salary open; attractive 
separate residence; total responsibility for 
nursing service and school, reporting di- 
rectly to administrator; age preferably 
above 30 and with progremsve attitude; 
desire M.A. in Nursing ucation or Nurs- 
ing Administration and S years suitable 
experience, including rvision and 
nursing service odmintetretic on in hospital 
with rofessional school, or reasonable 
equivalent; southern New England. Ad- 
dress HOSPITALS, Box G-48. 


SUPERINTENDENT OF NURSES: 150 bed 
General Hospital fully approved by Joint 
Commission on Accreditation. Metropoli- 
Northeast Ohio. Suitable experi- 
uired. No trainin Salary 

dress HOSPITA 


DIRECTOR OF NURSES for a small com- 
munity hospital in South Central Wiscon- 
sin. Hospital to open about July 1, 1956. 
Prefer Director with O.R. experience. Give 
experience and salar requirements in 
first letter. Apply to Administrator, Sauk 
Prairie Memorial Hospital, Prairie du Sac, 
Wisconsin. 


NURSE ANESTHETISTS required imme- 
diately for 250 bed general hospital——mod- 
ern accredited—standard hospital person- 
nel policies—fine community to 
Cleveland. Salary open. Full ma peanenes 
available. Apply iss Inez ey 
Anesthesia ept.. The Elyria 
Hospital, Elyria, Ohio. 


INSTRUCTOR FOR NURSES’ AIDES: Gen- 
eral Hospital peeing men, women and 
children. 128 adult and pediatric beds plus 
x bassinets. 40-hour week. Salary open 

Apply Director, Woman's Hospital, 1940 
East 101 St. Cleveland 6, Ohio. 


LIBRARIAN, MEDICAL RECORD—Regis- 

tered. To assume charge of record room 

135 bed general hospital. 40 hours—salary 

open. Contact Miss G. A. Cooper, Woman's 
ospital, Cleveland, Ohio. 


REGISTERED NURSE ANESTHETIST. 
Need third anesthetist. Modern 112 bed 
hospital. Active Medical Staff. Friend! 
community. Appl Alan B. Campbell, Ad- 
ministrator, Richland Memorial Hospital, 
Olney, Illinois. 


ANESTHETIST-NURSE for 42 bed hospi- 
tal. Full charge of surgery department. 
Excellent working conditions and person- 
nel policies. Contact Phelps, Ad- 
ministrator, La Crosse Hospital, 13th & 
Badger Streets, La Crosse isconsin. 


JULY 1, 1966, VOL. 30 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 
Palmolive Building 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Med. dir. and 
asst med. dir; county hosp: duties; dir. 
hosp. & clinical prog; $900 & $750, homes 
utilities; Calif. (b) Univ. affil. hosp., 275 
beds: offer sufficiently attractive to inter- 
est man of outstanding qualifs; MW. ic) 
Vol. gen. hosp., 300 beds relatively new; 
coll. town, So. (d) New 110 bed hosp. gen., 
currentiy under construction; E. (e) New 
50-bed genl. hosp; one qualified undertake 
full responsibility; $8000-$10,000; Calif. (f) 
New gen. hosp., 50 beds: coll. town, Fla; 
prof. nurse elig. (g) Ex. Sec’y; state hos 

ass'n; $7000-$10,000. (h) Asst supt; munici- 
pal beds; second-in-command: 
univ. city, E. (i) Ass't: new gen. hosp: 
univ. affil; 200 beds 
to 450: teaching center, Ass't; pedi- 
atric hosp., 250 beds, ae univ. group: 
Master's in Hosp. Adm., accounting exp. 
desired: $6000-$9000; (k) Asst: -bed 
gen. hosp. city owned, affil. med. school; 
accty background, 3 yrs’ exp. req if Mas- 
ter’s, 1 yr.;: MW. (1) Assoc. adm. (man) 
qual, succeed adm. & adm. ass't (woman); 
300-bed hosp: 375 employes: univ. city, 
MW. (m) Nurse adm. to serve as Consult- 
= new hosp, 30 beds; staff, operate; rural, 

o. 


ANESTHETISTS: (a) hos opens 
Aug: scenic resort area, 0 $0600. tb 

Small hosp, A. ab: 
ful lake region, So; plus ‘4 night fees. 
(c) Staff: Pacific faland hosp; Amer Naval 
Station; ideal climate. (d) New modern 
50-bed hosp: latest equi wealthy rural 
area; MW; $7200. (e) wo; well est. 40 
man clinic; exc. opp; min §500; MW. 


DIETITIANS: (a) Chief; reorg, direct, die- 
tary dept, 700- hosp, near NY all 
modern facilities. (b) Food prod. mgr: 400- 
bed gen hosp; provide consultative serv- 
ices, overall superv. dept; top salary; MW 


DIRECTORS OF NURSING: (a) Director 
of nursing serv; outstanding 350 bed univ 
hosp; faculty status; full compliment nurs. 
es; ideal West Coast location: $6600. (b) 
Director serv. and education; 250 bed gen 
hosp: well org. staff: 100 students, acc 
school; near leading ocean city: min §6000 
maint. (c) Principal, school of nursing: 
225 bed renowned hosp: school of 125, coll 
affil; Pac. N.W.; min $6000, penthouse apt. 
(d) Director Service; resp 
prog: modern Alaska city; to $7800. (e) 
Director of nurses: 50 bed hosp, exp plans; 
exc. opp: NY: $5000 


EXECUTIVE HOUSEKEEPER: 200 bed 
hosp near NYC; 25 in dept; $2', million 
exp; reorg. prog. 


EXECUTIVE PERSONNEL: (a) Account- 
ant; superyv. position; 500-bed gen. hosp: 
ige city, MW. (b) Clinic manager: 12 men: 
coll. town, W. ic) Credit Mgr: new 200- 
bed gen. hosp: coll. town, (d) Food 
service mgr; travelling consultant to state 
institutions, SW. $6300. (e) Personnel dir: 
vol. gen. hosp., 500-beds; exp. req. pref. 
in hosp. field; univ. city, MW. (f) Public 
relations dir; top management job; major 
tch'g hosp.. progressive med. center, E 
‘g@) Purchasing dir; vol. gen. hosp., 450 
beds. Calif 


FACULTY POSTS: (a) director ; 
School of 250, coll affil; 600 bed hosp, NW: 
start $7200 (b) Two med-Surg Instr; one, 
supervise field exp. grad students: one, 
teach in collegiate basic prog; reputable 
univ school; E: month, acad yr. (c) 
Nursing school instr; Pacific Island: Amer- 
ican Naval Station: scenic beaches: exc. 
recreational facil; $4800, tranap 


LIBRARIANS: (a) Chief; noted 


tch'g hosp; cosmopolitan cit = 


400 hosp, af 
dept. 


of 8, 370 bd hosp; ideal So. Calif. location; 
$5000. 


SUPERVISORS: (a) Floor supervisor; di- 
rect nursing serv. 50 bed hosp; city 10,000; 
ood working conditions, N (b) 
ed. Ob. Or, 250 bed hosp: Greater Man- 
hattan; good educ. opp; to $4900. (c) Ob; 
American-owned, industrial hosp, Asia; 
$9200, paid air travel via Paris, Rome. 


ivi & 


W oopwaArp 
Rrtonnel Burea 


WAMALH Ave 
CrMICAGO e 


ADMINISTRATORS: (a) Medical. 350 
sev units; $12,000; if also qual serve as 
county phy, $15,000; W-coast. (b) Medical 
dir & also serve as dir of med education: 
vol gen hosp 260 bds; excel staff & tch’g 
prog; SE. (c) Gen hosp, medium size: exc 
med staft: coop Board; attrac res count 
seat twn 15, sev hours lige city: well 
known to us & recommended: MW. id) 
Gen hosp 120 bds completed sev years, 
Calif. ‘e) To serve as operator, consultant, 
8 hosps; travel req'd; outside US. con- 
tinental limits. (f) Gen’'l hos 350 bds: 
very desirable univ town, 000 ear- 
round warm climate. ig) JCAH vol gen 
hosp, 150 bds; expansion prog under way: 
attrac res town nr N.YC. (h) Vol gen 
hosp, medium size, small summer resort 
town 10,000; to $6500; Mich. (i) JCAH vol 
gen hosp 60 beds; very pleasant hosp; lige 
city; M (}) Gen hosp, 75 beds; one with 
public relations ability, mature; exp'd, 
town 15,000; Virginias. (k) Very short 
term psy hosp, 40 bds; consider one just 
grad from hosp adm course; $6000; ige 
city; univ med enter: 


ADMINISTRATORS-WOMEN: (a) R.N 
non-med; 50-bd priv psych hos 
better; lee univ med etr; Mid RN. 
or non-med; gen hosp 75 bds: lovely twn 
15,000; nr ige city; SE 


ANESTHETISTS: (a) Very well 
new & moe 65-bd gen hosp; $600; lovely 
twn 5000; Vol gen 70 bds; 
$450, full city 75,000; 


DIETITIANS: (a) Chief; 6 diets & 115 
other empl in busy, well equip'’d pi ok 
600-bd gen hosp: to $4800; coll city 100, 

(b) Chief; 15 in dept; apprv'd gen 
hosp 100 bds; to $4800; Los Angeles area. 


DIRECTOR OF NURSES: (a) Nurs serv & 
ed; vol gen hosp 150 bds; apprv’d JCAH,; 
univ & coll city 200,000; BE. (b) 100-bd THe 
hep: expnd’g to 250 bds in 2 yre; §450: 
Calif. (c) Nurs serv: apprv’d gen hosp 75 
to $400, full mtece: lovely resort twn 
15,000: N Engl. (d) Nurse serv & ed: & 
students: 150-bd gen hosp; capitol & coll 
city 75,000; SE 


EXECUTIVE HOUSEKEEPERS: (ia) Vol 
gen hosp 275 bda:; progressive city 50,000 
ideal outdoor loca; Pacific NW. (b) Staff 
of 25 in active dept: apprv'd gen hosp 
200 bds: very lovely resid city nr NYC 


FACULTY POSTS: (a) Ed dir: well est 
sch, now has enroll of 60; 165-bd gen hoep; 
to $7500; MidE. ‘(b) Ed dir; 50-yr old ach, 
125 enrolled: vol gen hosp 250 bds: lovely 
apartment avail; resort & coll city: Pac 
W. (c) Nurs arte inetr: well known elin 
& affil 150-bd gen 65 

. full mtee; twn 10,000 


HOSPITAL PERSONNEL BUREAU 

220 E. Lexington %., 

Baltimore 2, Maryland 
Administrators, Physicians, Nurses, bh 
nicians, Dietitians, Librarians, and other 
categories. Mail resume, photo. No Employ. 


tration fee. Mr. Cotter, ag 
ment Agent. LE 9-029, Res. RI 7 
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HOSPITAL SALES MANAGER 


For Leading Pharmaceutical Migs. 


Here is an opportunity for you to help es- 
tabl'sh a hospital sales department, to grow 
in responsibility with this already large, 
rapidly expanding midwestern company. 


If you feel stymied in your present posi- 
tion as hospital salesman or assistant hos- 
pital sales manager, and if you've had suc- 
cessful experience in hospital sales, to- 
gether with a broad understanding of the 
pharmaceutical industry-—-we want to talk 
with you. 


Interviews arranged at your convenience. 
Send resume to HOSPITALS, Box G-69. 


Our employees know of this ad. 


LAUNDRY MANAGER for 300 bed mid- 
west teaching hospital, Formal laundr 
management preferred but will 
consider applicant oO has served as as- 
sistant in recognized hospital laundry. 
Ability to manage laundry personnel es- 
sential. Address HOSPITALS, Box G-68. 


DIRECTOR OF DIETETICS: To administer 
entire dietary department for 925 bed 
teaching hospital system. Salary open. 
Contact L. 8. Hartford, Assistant Admin- 
istrator, Plant & Services, University of 
Texas Medical Branch, Galveston, Texas. 


OPERATING ROOM SUPERVISOR—Mod- 
ern 185 approved hospital, 40 hour week, 
3 weeks vacation, sick leave benefits. 
Salary open. Write Personne! Office, Bless- 
ing Hospital, Quincy, Illinois. 


CLINICAL LABORATORY TECHNOLO- 
GIST--Male or Female. Applicants holding 
California license for Laboratory Tech- 
nician given preference. Paid call duty, 40 
hour week, Starting salary up to $31 15.00 
for qyemee unlicensed personnel; up to 

| for licensed rsonne!l. Fully ap- 
roved 130-bed JCAH hospital operated 
mn conjunction with large clinic. Apply: 
A. G. Turner, Administrator, iser 
Foundation Hospital, 9961 Sierra Avenue, 
Fontana, California. 


DIETITIAN, A.D.A. 310 bed, General Hos- 
East Coast. Apply Administrator— 
Hospita rovidence, Rhode 


OPERATING ROOM NURSES (Male and 
Female) Immediate appointments for 
staff and head nurses in medical center. 
All types of special surgery. 30 days 
vacation, 8 paid holidays. Staff nurses— 


to per month, Head Nurses $335 
$375 duty differential $40. 
Night duty $30. Write Associate Di’ ec- 


tor, Nursing Service, Michael Reese Hos- 
pital, Medical Center, Chicago 16, Illinois. 


SUPERVISOR-ANESTHETIST: Immediate 
opening, hospital, 8.W., Min- 
ing town salary, excellent working 
sary vin uar wh avaliable. Address 
HOS SPITA La. Hox G 


ASSOCIATE DIRECTOR, NURSING SERV- 
ICE. Responsible for pursing service in 
400 bed non-profit hospital which includes 
116 bed latric unit. Friendly city 225.. 
000. Prefer candidate with successful ex- 
perience and preparation in nursing ad- 
ministration. 40 hour week. Salary open. 
Position available July 1, ~— Apply Di- 
rector of Nursing Service, a Methodist 
Hospital, Des Moines yg 


MEDICAL RECORD LIBRARIAN REGIS- 
TERED. 250 bed hospital located on Bank 
of the Hudson. Unit system and standard 
nomenclature. Competent record room staff. 
Air conditioned office—40 hour week—l 
month vacation—Liberal sick benefits. Sub 
stantial salary. Vassar Bros. Hospital, 
Poughkeepsie, New York. 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


ADMINISTRATORS: (a) California. 75 
bed hospital-new. Require ow ty: in hos- 
ital administration. $8000-§10,000. (b) 
utheast. 50 bed hospital. Degree in hos- 
pital administration. Will consider R.N. 
with administrative exper. (c) Assistant. 
6) bed hospital; new 100 bed hospital 
under construction. Will have full charge 
of business office. $6000. (d) Southwest. 
bed hospital; completely new building. 
Take over now and see construction 
through final stages. (e) Southwest. 60 
bed neapnes in small town close to several 
large cities. Present administrator leaving 
to join armed forces. (f) Assistant. South. 
= Also act as business man- 
. (g) South. New 100 bed hos- 
in arta of completion. Admin- 
trator will start at once to organize staff 
(h) South. bed hospital. Present 
after 25 years. Excel- 
lent Board of trustees and medical staff. 


EXECUTIVE PERSONNEL: (a) Hospital 
Accountant to serve as consultant to mem- 
ber hospitals of large hospital group; some 
teaching and aw igs | in School of Hos- 
ital Administration. Travel part of time. 
0 $8500. (b) Purchasing Agent. 350 bed 
hospital in Chicago area. Excellent oppor- 
tunity. Top salary to qualified man. (c) 
Public Relations Director. East. Major 
teaching hospital. Top management posi- 
tion in a progressive, growing medical 
center. (d) Business Manager. 100 bed hos- 
— in lovely college town in resort area. 
pe ram under way to increase 
(e) Business Manager. 
mt Bag Large group of certified spe- 
Cialists; own medical building. Require at 
least 2 years experience in edical Ad- 
ministration. (f) Assistant Comptroller. 
uire general knowledge of insurance, 
investments, credits and collections, an- 
alysis of financial data. Newly created 
position in 325 bed hospital. Good future. 
(g) Personnel Director. 350 bed hospital 
in Chicago area. 750 employes. 


HOUSEKEEPERS: (a) East. 
200 bed hospital; 25 well trained employ- 
ees in department. Pleasant town con- 
venient to New York City . tb) 
Middle West. 350 bed hospita close to 
Chicago. (c) South. 145 bed hospital in 
growing medical center. 
(d) st. 450 bed teaching hospital Re- 
quire good supervising experience and or- 


anizational ability, (e) Pacific 
orth west. 250 bed hospital en in 
beautiful college town. South. 


200 bed hospital; 25 emp oyees . depart- 
ment. Located in college city of 65, 


NOTE: We can secure for you the posi- 
tion you want in the hospital field, in the 
locality you prefer. Write for an applica- 
tion—a postcard will do. All negotiations 
strictly confidential. 


POSITIONS WANTED 


ADMINISTRATOR, Fourteen years of hos- 
pital administration experience. Presently 
employed as Assistant Administrator of 
large hospital and home of the aged. Will 
accept Assistant Administrators position 
at large hospital or Administrators position 
at smell home for the aged or hospital. 
Relocating no ddress HOSPI- 
TALS, Box G-70. 


ADMINISTRATOR—Male—18 years ex- 
perience including Fund Raising and hos- 
pital construction experience—accounting 
‘box locate anywhere—Reply HOS- 


ADMINISTRATOR, woman, 46, AHA mem- 
ber: Business administration education. 
Experience all phases hospital administra- 
tion-purchasing, rsonnel, public, com- 
munity and hospital relations, radio, 
Prefer East or NE. Presently employed. 
Best references. Address Box G-66, HOS- 
PITALS. 


ANESTHETIST. Over 16 years experience. 
Western Reserve graduate. Refresher Uni- 
versity hospital Minnesota. Address HOS- 
PITALS, Box G-7l. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago 11, Illinois 


ADMINISTRATOR: Medical; MPH (Yale) 
supt, 1200-bed gen hosp; 3 yrs. 

m. staff, one of leading organizations in 
graduate medicine. 


BS. Adm.) ; 
yrs’ tch’g exp; . 


ADMINISTRATOR; A.B., M.Ed., Ph.£d; 
yrs’ exp., Public Relations, Fund Raising. 
6 yrs, ass’t supt, 700-bed gen. hosp., univ. 
affil; member ACHA. 


ANESTHESIOLOGIST: Diplomate; two 
yrs, asst anes., univ. hosp; six yrs’ group 
pract. > 


COMPTROLLER : 4 accountant & bus. 
mgr., 800-bed univ. hos 


PATHOLOGIST; 5 , tch’g cen- 
ter; 3 yrs, assoc. oo. univ. hosp; 
Diplomate; FAC 


PERSONNEL DIRECTOR—A.B.; consider- 
able work toward MBA (Personnel); 6 
yrs., hosp. personnel exp. 


aoe DIRECTOR; BS. (Business 
a, ass't adm in charge of pur- 
bed hosp. 


RADIOLOGIST; univ. hosp. training in 
rad. including radioisotopes; M.S. (Rad); 
4 yrs, grp assn; Diplomate (Diag. & Thera- 
peutic Rad). 


WoopwaArp 


Sra MOWARASH AVE 
CMICAGO€®e 


CAHN © fo? 


ADMINISTRATOR: A.B., BS.T.. MS.T:; 

8 yrs, Methodist clergyman; 2 yrs, exc pub 

relations exp, lige hosp; 5 yrs, ass‘t dir, 600 
bd gen tch'g hosp; 3 yrs, adm, 80 bd hosp: 

req'd return Massachusetts account ae 
arents; refernces unit in exc commen 
ions; middie 40's; Nominee, ACHA. 


ADMINISTRATOR: Medical; 5 years, m 
ical director, university hospital: PACHA. 


ANESTHESIOLOGIST: 6 yrs, priv pract & 
attnd’g anes, very ige tch’g hos req's 
warm climate; Diplomate; exc re ererices 


COMPTROLLER: 3 yrs, traveling auditor; 
2 yrs, comptroller, large hosp; Canadian: 
feels opportunities would be better in US. 


ATHOLOGIST: Diplomate, path 
path; 3 yrs, path, 500 bd 
hosp; 2 yrs, chief, very ige hosp; had Dn 
ing military tour. 


PURCHASING DIRECTOR: 10 years, _" 
chasing director, 700 bed university hos 

tal; eminently qualified; recommen 
without reservations. 


RADIOLOGIST: Di ore Therapy, Di- 
agnosis, Radium; ears, professor and 
director, radiolo y. medion school and its 
graduate hospital; well een. oncology ; 
outstanding specialists of highest order. 


HOSPITALS, J.A.H.A. 
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NEW SERA-VAC 


with Sterile Vacuum Pilot Tube 


blood bottle and tube are inseparable- 
only one label required 


A major advance in blood bottle design, the 
unique SERA-VAC with its sterile, internal vacuum 
pilot tube offers these important advantages to 
hospitals and blood banks — 


prevents errors—SERA-VAC's internal pilot 
tube cannot be mislabeled, interchanged, lost or 
broken. 


saves time —SERA-VAC eliminates labeling and 
taping of pilot tube to bottie...one less tube to 
handle. 


Stores easily — VAC packs tightly and 
rotates easily for daily inspection. 


improves clot retraction—SERA-VAC’s pilot tube 
is warmed by blood around it.. pilot tube blood 
cools more slowly. 


products of 


BAXTER LABORATORIES, INC. 


Morton Grove, tilinois 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES lescept in the city of El Paso Tessas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS OIVISION GENERAL OFFICES EVANSTON, I1LLINOTS 


¥ 
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TO FACILITATE MODERN SURGICAL PROCEDURES 
AND EFFICIENT HOSPITAL PRACTICE. 


Jor all X> 3-minute 
emergent, 
Justrument 


Sterilizing Pre-prepared 
Procedures wrapped 
instruments 


MAJOR ADVANTAGES 
SQUate: 12" x16" x 24” chamber provides 


50% more useful space — takes three in- 


strument trays, or basins and other utensils. 


Automatic: Set-and-forget Cyclomatic 
Control ends doubts; assures thorough 


sterilization even under emergency stress. 


Fast: Reaches 270° in 45 seconds; holds 


12" x 16" « 24” squore © Three full size instrument for 3 minutes; exhausts and dries in 60 
 ghamber is lorge enough trays with “file drawer” 
ond tensile. svepension. seconds for complete emergency cycle 
COOL + CLEAN » CONVENIENT AND SURE of less than 5 minutes. 


AMERICAN STERILIZER COMPANY 
ERIE, PENNSYLVANIA 


Please send me full information on the American 
High Speed Pressure Instrument Sterilizer. 


AMERICAN 


NAME 


STERILIZER 


HOSPITAL 
Erie+Pennsyiveanie 


ADORESS 


city STATE 


| ¢ AMERICAN 
= 12° x 16 x 24 Faw 
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